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ABSTRACT  
PURPOSE: This qualitative study explores the perceptions of women diagnosed with 
Opiate Use Disorder enrolled in Methadone Maintenance Treatment (MMT). The 
purpose is to gain an understanding of the women’s perceptions of their treatment and 
recovery.   
RESEARCH QUESTIONS:  
Research questions explored: the women’s experiences and perceptions related to 
recovery on dimensions such as family, social network, sense of identity, motivations for 
continued recovery, and relapse prevention methods; their belief in their ability to 
succeed; changes in personal identity from a drug user to a non-drug-user; and the role of 
the methadone medication in their recovery. 
SAMPLE: Criteria included women 35-50 years of age with a history of opioid addiction 
for at least 5 years; regular attendance at the Methadone program; abstinent from alcohol 
and illicit drugs for 12- 18 months. 
RESEARCH DESIGN: A convenience sample of thirty-one women was interviewed 
using semi-structured interviews, conducted by the PI. Open-ended questions were asked 
to elicit the women’s views. The PI conducted a record review to verify that the women 
had a history of opioid addiction, were regular attendees of the MMT program, and had 
maintained the period of abstinence that they reported. Methods included Thematic 
Analysis. 
THEORETICAL FRAMEWORKS: Guiding frameworks were the Developmental 
Model of Recovery (Brown, 1985), describing healthy adaptation following a period of 
debilitation, and Symbolic Interactionism (Blumer, 1969), describing social interactions 
as mutually developed exchanges to which individuals bring their own symbolic 
meanings.  
FINDINGS: These women had positive perceptions of their recovery and changes in 
themselves including becoming more responsible, reuniting with their families and 
developing personal insight. They saw methadone as crucial to their recovery. Although 
they saw themselves as fairly well along in recovery, they believed they could not be 
fully recovered until they were off methadone.  
IMPLICATIONS: Findings help us understand the women’s perception of how MMT 
and behavioral and personal changes contributed to their recovery. Although these 
women, who were abstinent and treatment-compliant for at least one year, were able to 
ignore or reframe their experiences of methadone stigma, the stigma may contribute to 
treatment drop out for some women, especially early in treatment 
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CHAPTER 1: INTRODUCTION 
Research Problem 
Opioid addiction is a chronic relapsing disorder (National Institute on Drug 
Addiction, 2014)and is a national epidemic resulting in a high percentage of overdose 
deaths. Stabilization and treatment with medications is common and its efficacy in 
increasing the likelihood of long-term recovery has been proven in many studies over the 
past 50 years (Matusow et al., 2013; Substance Abuse & Mental Health Services 
Administration, 2008; Vogel et al., 2016). Thus, Medication Assisted Treatment 
(methadone maintenance) in support of recovery from opioidaddiction has been the gold 
standard in care (Drug PolicyAlliance, 2006; Substance Abuse & Mental Health Services 
Administration, 2008). However, the public perception and the perception of some health 
care professionals is that clients using these treatments are not really in recovery because 
they are receiving mind/mood altering drugs (an opioid) to achieve recovery (Laudet, 
Savage & Mahmood, 2007). This qualitative study examined the perceptions of 
respondents using these drugs in order to understand whether and to what extent they 
perceive themselves to be in recovery. The study explored the perceptions of women 
diagnosed with OpioidUse Disorder who are involved in Methadone Maintenance 
Treatment (MMT) in Massachusetts to understand their perceptions of recovery related to 
abstinence from a range of mind-altering drugs, as well as a range of personal growth 
issues related to their mental, physical and spiritual health, and their quality of life. 
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Women in MMT were interviewed on dimensions identified by addiction experts as 
characteristic of recovery, for example, building a social network of non-drug-using 
friends and acquaintances; employing methods to avoid relapse to drug use (e.g., 
restructuring one’s life to avoid a drug-using life-style); and repairing ruptures in family 
relationships.   
Although recovery is a common term, definitions vary. In a mixed methods study 
on defining and measuring recovery among 289 inner-city residents with previous 
dependence on crack cocaine or heroin, Laudet (2007) found that most clients defined 
recovery as total abstinence. Laudet discusses these findings by adding: “However, 
recovery goes well beyond abstinence; it is experienced as a bountiful ‘new life’, an 
ongoing process of growth, self-change and of reclaiming the self” (p. 243). He adds that 
further research should explore how to conceptualize recovery in general as well as for 
individuals receiving pharmacotherapies, such as “methadone” (p. 256).   
Recovery from addictive disorders begins with a willingness to accept that there is 
a problem, and a desire to change maladaptive behaviors. Many individuals with an 
opioid addiction have chronically relapsed, making the hope of recovery unattainable 
(Maremmani, Pani&Pancini, 2007).  For this reason, MMT in the case of opioidaddiction 
is often necessary for recovery to begin, giving individuals a sense of control and putting 
stability back in their lives (National Institute on Drug Addiction, 2014). Gaining an 
understanding of the women’s perceptions of the influence of MMTon their recovery 
may help us understand the role of such medications in general. 
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Research Questions 
The study explores women’s perceptions about the following seven recovery-related 
issues:  
(1) What constitutes recovery? 
(2)  How do the women see themselves progressing in their recovery in terms of life 
changes (e.g., family interactions, social functioning)? 
(3) How do the women see themselves progressing in terms of internal changes such as a 
belief in their ability to succeed and a change in identity from drug user (or addict) to 
non-drug-user (or recovering addict). 
(4) The role of the Methadone medication in their recovery. 
(5) The role of the Methadone treatment program in their recovery.  
(6) Their reasons for continuing to work on recovery. 
(7) The personal qualities that have helped them succeed in recovery.  
 
Study Significance 
(1) Filling a gap.Although there is research exploring clients’ perceptions of recovery 
from addiction, there is little research exploring perceptions of recovery of clients in 
MMT and no research that could be found in my computer search for this study that 
specifically addressed perceptions of recovery for women on methadone. (2) Identifying 
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important aspects of recovery. People who consider themselves to be in recovery from 
addiction identify this as an important feature in their lives, often viewing it as central to 
their relationships, values and day-to-day living. This study is designed to help us 
understand which dimensions of recovery are particularly important to the women, and 
whether the women report that MMT provides specific contributions. (3) Understanding 
whether clients receiving MMT see thistreatment as compatible with “recovery.” Women 
using MMT may believe, like some members of the general public, that their recovery is 
impeded by the fact that they are using an opioid substitution drug. The way individuals 
perceive their recovery may influence their retention in treatment and ultimately, their 
long-term recovery. Suggesting that these women believe they are in recovery may lessen 
the stigma that surrounds opioid addiction and MMT. Lessening stigma could mean an 
increase in access to treatment by individuals that would otherwise remain actively using 
opioids. Opioid addiction is a national epidemic resulting in a high percentage of 
overdose deaths. Increased treatment involvement can result in fewer deaths for this 
population.  
(4) Improving treatment approaches. Study findings may lead to better operationalizing 
of recovery which could provide an important opportunity to improve treatment 
approaches. As a stigmatized and disenfranchised population, opioid addicted individuals 
enter treatment with a multitude of psychological and social needs, leading to high drop-
out rates and low recovery rates (DeMaeyer,VanNiuwenhuizen, Bongers, 
Broekaert&Vanderplasschen, 2013).  If we could better understand the recovery process 
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from the point of view of those who are in it, it could help treatment programs foster a 
culture of recovery, leading to a better quality of life for clients, better retention rates in 
programs, and ultimately healthier communities (DeMaeyer,VanNiuwenhuizen, Bongers, 
Broekaert&Vanderplasschen, 2013).  (5) Contributing to research. The women’s 
perceptions of recovery in MMT could also lead to improved research. Research is 
needed on various populations of women and men using all forms of Medication Assisted 
Treatment, not just MMT.  
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CHAPTER 2: LITERATURE REVIEW  
Scope of the Problem: Opioid Addiction and Treatment   
 The Substance Abuse and Mental Health Services Administration (2008) 
estimates that 22.2 million (8.9%) Americans meet diagnostic criteria for substance 
dependence (also referred to as Substance Use Disorders). This public health problem 
comes at a price not only to the individual but to society as well. Opioidaddiction is not a 
social problem that society or individuals can ignore. Millions of people have died, others 
have suffered serious physical and emotional distress, and countless numbers of families 
have been devastated by this disease (Volkow, Frieden, Hyde & Cha, 2014). Billions of 
dollars are being spent on research, therapy and treatment in an attempt to curtail the 
rising surge of addiction to illicit opioids and pharmaceuticals. Current national data 
shows that heroin use and addiction are increasing (Jones, Campopiano, Baldwin 
&McCance- Katz, 2015).  
The National Survey of Substance Abuse Treatment Services (N-SSATS) (2013) 
collected data on both public and private facilities that provide substance abuse treatment 
and found an increase in treatment facilities from 2003 to 2013. The proportion of all 
clients receiving methadone was 330,308. For the majority of states, the highest number 
of admissions for heroin as the primary drug was for women 21-25 years of age. 
Concerning race/ethnicity, the highest percentage of admissions was for Whites (with 
Massachusetts being the highest with 82%), followed by African Americans (with New 
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York State being the highest with 47%), followed by Latinos (with thestate of Puerto 
Rico being the highest with 98%). 
In Massachusetts alone, the data indicates that increasing numbers of individuals 
admitted into publicly funded treatment services are identifying heroin as their primary 
drug of choice (Massachusetts Department of Public Health, BSAS, 2012). According to 
the Department of Public Health’s, Bureau of Substance Abuse Services, for FY 2012, 
there were 32,956 women admitted into substance abuse services in Massachusetts. In 
that same year, 9.8% (3,107) of these women were admitted to opioid treatment services 
(Massachusetts Department of Public Health, BSAS, 2012). These numbers reflect a 
small sampling of substance abusers in a specific geographic area in treatment settings. 
 In a study of opioid overdose deaths in Baltimore between 1995 and 2009, 
researchers found an association between the increasing availability of methadone and 
buprenorphine treatment and a 50% decrease in the number of fatal overdoses (Schwartz, 
Gryezynski, O’Grady et al., 2013). In this same study, after reviewing international data 
from France, they found that during the same time period, the number of individuals 
accessing Medication Assisted Treatment increased from less than 2000 to more than 
60,000 per year and a 79% decrease in heroin overdoses was seen in France. Nationally 
and internationally, Medication Assisted Treatment has proven to be effective in helping 
individuals recover.  In addition, some studies have shown increased treatment retention, 
and virtually all studies show improved social functioning (NIDA, 2014).    
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The Addiction Process: Biopsychosocial Changes in the Drug User 
 We have come a long way from the theories that prevailed from the Middle Ages 
to the early 1900s: the belief that addictions were a sin or moral issue, the cause was a 
flaw of character and suitable treatment was punishment, ridicule and ostracism (Janulis, 
Ferrari, Fowler, 2013). Answers to critical questions about causation are now being found 
about why some people abuse substances while others do not. One of the most significant 
breakthroughs in our understanding has been the discovery that addiction is a brain 
disease, especially in regard to opioid addiction (Volkow, 2016). Opioids include such 
drugs as Codeine, Demerol, Methadone, Dilaudid, Heroin, Opium, Morphine, and 
Fentanyl. They are highly addictive and can change an ethical human being into an addict 
who will commit harmful, immoral, and illegal acts(Epstein, Gfroerer, 1997). 
Opioidaddiction can cause liver damage, nervous system damage, and put individuals at 
high risk for contracting Hepatitis C and HIV/AIDS, through shared needle use(Gordon, 
Lowy, 2005). 
In my experience when a non-addicted individual uses a substance and 
experiences negative consequences, the person usually drastically reduces the drug use or 
establishes abstinence. However, someone who is addicted and experiences negative 
consequences from using drugs continues his/her use and often escalates the use (DSM-5, 
2013). The addicted individual may want to stop, but finds it impossible to do so without 
outside help and/or a drastic change in lifestyle. Nora Volkow(2016),Director of the 
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National Institute on Drug Abuse, describes addiction as “a chronic relapsing brain 
disease characterized by compulsive drug seeking despite devastating consequences” (p. 
106).  
Research has shown that biochemistry is altered with addiction, especially in the 
reward center of the brain (NIH, 2014; Volkow, 2016). The brain provides a reward of 
well-being to reinforce behaviors of survival such as eating and reproduction. The 
physiologic range of reward for these behaviors is on a scale from 1-50. Drugs and 
alcohol however produce a supra-physiologic range of reward of 50-10,000 (NIH, 2014). 
This is a deep imprint for reward behaviors that is very difficult to forget. Opioids change 
the set point of “normal” for receptors in the brain such as Dopamine, GABA, and 
Endorphins. Hence, the biological need for continued substance use, and the development 
of addiction (NIH, 2014). The substance acts as a powerful reinforce and takes control 
over the individual’s thinking and ultimately, behavior. 
Characteristics of Methadone Maintenance Treatment 
What would we expect about perceptions of recovery for women in Methadone 
Maintenance Treatment? In my twenty- two years as a practitioner in MMT I have 
witnessed characteristics that make it different from other kinds of addiction treatment.  
Level of structure: MMT is conducted in a highly structured environment that can offer 
several relapse-prevention methods and considerable support to clients (Washton 
&Zweben, 2006). This structure includes the following required client activities: 
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attendance at daily dosing (dispensing of the medication where staff observe clients 
taking the medication); attendance at weekly individual counseling sessions; attendance 
at monthly groups; and submission of random urine samples for testing which provides 
factual data to staff and clients about whether clients have maintained abstinence from 
opioids and other drugs. Level of social interaction: MMT offers increased social 
interaction. Because clients must attend the clinic daily, they have a higher frequency of 
interaction with providers and peers. This may provide a social network to clients who 
have usually broken most of their family ties through addictive behavior. This higher 
frequency of social interaction may be a plus or a minus. In some settings where MMT 
isprovided, the frequent interaction with other clients who may still be using drugs can 
draw the client back into a sub-culture of addictive behavior.Pharmacological treatment:  
this could affect the women’s perceptions of their recovery. Therapeutically appropriate 
doses of methadone block out the effects of withdrawal from heroin and other opioids, 
however, due to methadone’s agonist properties, increased dosing can often cause a 
sedated effect. (SAMHSA-HRSA, 2008) This can give the impression to clients, as well 
as providers, that people on methadone are not abstinent from illicit drugs or not in 
recovery. (Personal note: In working with methadone clients, it has been my observation 
that clients become preoccupied with dosage amounts in regards to their well-being in 
treatment. Often clients feel that their dosage level is responsible for their ability to 
remain abstinent, and they minimize their own personal efforts in staying “clean.” and 
they, in turn, relate their retention in treatment to themedication.) 
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Admission criteria for MMT: This type of treatment has a higher percentage of clients 
who are homeless, struggling with comorbid psychiatric disorders, and often poly-
substance abuse, meaning that they struggle with use or compulsive use of a range of 
drugs. For example, a Belgian study conducted by DeMaeyer, Van Nieuwenhuizen, 
Bongers, Broekaert, and Vanderplasschen (2013) sought to detect aspects of quality of 
life among opioid-dependent individuals involved in methadone treatment for five to ten 
years. Researchers found that “during the first months of this treatment, opioid-addicted 
individuals often found themselves in a crisis situation and entered treatment in very poor 
condition” (p. 348). Findings showed that clients fell into three categories: living in 
marginal conditions, stabilized but socially excluded, and socially included, but even 
these clients with higher quality of life rated low in terms of their financial situation. 
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CHAPTER 3: THE RECOVERY PROCESS AND GUIDING FRAMEWORKS  
The Recovery Process: Key Aspects 
 Although individuals may make a commitment to abstinence and demonstrate an 
ability to move in that direction, recovery goes well beyond the act of stopping alcohol 
and drug use (Washton &Zweben, 2006). Recovery is a developmental process involving 
certain biopsychosocial benchmarks including reduced craving and preoccupation with 
drug use,improved family and social functioning and utilization of relapse prevention 
methods (Brown 1995; Washton &Zweben, 2006). Recovery involves certain 
psychological processes such as innate resiliency (Hser, Evans, Li, Metchik-Gaddis & 
Messina, 2014), developing a belief in one’s ability to succeed (Beck, Wright, Newman 
&Liese, 1993; Buckingham, Frings &Albery, 2013; Miller &Rollnick, 1991; Miller, 
Forcehimes&Zweben, 2011) and a shift in one’s personal and social identity from 
“addict” to “recovering” individual (Miller, Forcehimes&Zweben, 2011; Washton 
&Zweben, 2006).  Having clear reasons for continuing in treatment and recovery also 
plays a role in maintenance of the change away from the “addict” identity. Engagement 
in treatment is often key to maintenance of abstinence, and having clear reasons to 
remain in treatment may be equally important as reasons to remain in recovery.  
Prochaska &DiClemente’s (1992) theory of Stages of Readiness for Change indicates 
two vital dimensions influencing individuals to comply with treatment, complete 
treatment and create long term effective changes in their addictive behavior: the 
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resolution of ambivalence about the change, and having reasons in favor of change that 
greatly outweigh reasons against the change.  
 Many substance abuse experts view recovery as having transitions in which the 
addict moves from a phase of active use, to seeking help in early recovery, to a 
commitment to change in ongoing recovery (Brown 1985; Kaufman, 1994; Laudet, 2007; 
Miller, Forcehimes&Zweben, 2011). Such movement is seen as necessary to sustaining 
abstinence. Some experts believe that this process of recovery follows a similar pattern of 
developmental change whether or not the individual is involved in formal treatment, and 
regardless of the kind of formal treatment in which the individual is involved (Brown, 
1985; Miller, Forcehimes&Zweben, 2011).  Such a view of recovery places great 
importance on the developmental process.  
Improved family and social functioning 
Family relationships, perhaps more than any other type of social relationships, 
have the potential for undermining or improving the recovering individual’s progress.  
Moos and Moos (1984) and Stewart and Brown (1993) conducted studies examining 
family functioning of adults and adolescents after they left substance abuse treatment. 
The researchers found that family relationships improved in the areas of communication, 
reduced conflict and greater cohesiveness, which supported clients’ long term recovery. 
These empowering relationships often lead to the emergence of motivation which 
enhances readiness for treatment and ultimate recovery.  However, for many recovering 
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individuals, much work must be done to repair these damaged relationships (Miller, 
Forcehimes&Zweben, 2011). Couples must reestablish intimacy (Washton &Zweben, 
2006) and children must develop some level of trust in the parent. Some families will 
sever all ties with the recovering person, and in these cases, the recovering person must 
come to grips with accepting the loss (Washton &Zweben, 2006).  Laudet, Savage and 
Mahmood (2002) describe how social networks change in recovery with respect to 
friends, attitudes towards drug use, and attitudes toward abstinence from drug use. They 
report that friends’ support of abstinence is a major factor associated with long term 
recovery.  This can lead individuals to become involved in mutual aid groups where a 
sense of community and shared experiences enhance their ongoing recovery. 
Participation in a positive subculture helps many addicts find a successful path to 
recovery and ultimately reintegrate into the larger society. In a study looking at group 
membership and social identity in addiction recovery (Buckingham, Frings &Albery, 
2013), researchers found that individuals that identified with a particular group were 
more likely to engage in the behaviors shared by that group. If the group engaged in risky 
health behaviors such as binge drinking, then individuals who identified with that group 
would engage in such behaviors. The opposite proved to be true as well. Those 
individuals that had a different social identity, such as identifying with a specific 
nationality, had less intention of engaging in the risky drinking behavior.  
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Use of relapse prevention methods  
Relapse prevention methods include avoiding high-risk situations, spending time 
with non-addicted or abstinence-oriented peers, identifying personal signs of impending 
relapse, and utilizing a predesigned plan to avoid acting on relapse impulses (Gorski 
&Miller, 1986; Washton, 1989; Zackon et al., 1993). Relapses can serve as opportunities 
for learning if clients can reflect on situations that preceded or seemed to trigger the 
relapse (Daley, 1987; Marlatt& Gordon, 1985).  Working to create alternative coping 
behaviors can be one of the most important and rewarding challenges for individuals in 
recovery. McIntosh &McKegany (2000) found that clients in long term recovery from 
addiction focused on several different coping strategies such as avoiding previous 
substance abusing networks, creating achievements such as “holding down a job, taking 
part in voluntary activities, or simply doing normal drug-free things like decorating their 
homes” (p. 186).  
 Belief in one’s ability to succeed 
The development of self-efficacy is also seen as a key element of behavior change 
in recovery (Miller &Rollnick, 1991). Self–efficacy is an individual’s belief in his/her 
ability to succeed in carrying out a specific task (Bandura, 1977; 1982 as cited in Miller 
and Rollnick, 1991, p. 34) which in this case could be abstinence or other recovery 
activities. It is related to hope and optimism. If a person has a serious condition but sees 
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no way of dealing with it, there will be no behavior change (Rogers &Mewborn, 1976, as 
cited in Miller &Rollnick, 1991, p. 34).     
Shift in personal and social identity  
Moving from pro-drug-using ties, to pro-abstinence ties, and sustaining social 
relationships in which one’s primary identity is not that of a compulsive drug user, results 
in a new identity in which the individual now views himself/herself as “recovering.” This 
process of identity-reappraisal often starts immediately after the individual embarks on 
abstinence (Brown, 1985).  Adding to the identity shift is the fact that many individuals 
reduce their illegal activity, become employed, and improve their health and family 
situations, adding new dimensions to their view of themselves.  Having previously felt 
stigmatized by the “addict” label, many recovering individuals feel the stigma lifted or 
muted (Miller, Forcehimes&Zweben, 2011). Koski- Jannes (2002) conducted a 
qualitative study of 76 individuals who had been in recovery for three years. The 
researcher focused on long term changes and found that, “the needed identity 
transformation could take place by reverting to an old identity, by identity extension, or 
by developing an emergent identity” (p. 185).  The extent to which an individual’s 
identity is rooted in his/her addictive behavior would dictate how easy or difficult it 
would be for new behaviors to become part of the person’s self-concept and ways of 
coping.  Additional signs of recovery reflecting an identity shift are a lessening of the 
shame and self-hatred associated with past addiction-related behaviors, and giving up 
dysfunctional interpersonal patterns acquired during addiction such as a secretiveness, 
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manipulation, and self-absorption (Brown, 1995; Doweiko, 2014; Washton &Zweben, 
2006).   
Beliefs about the effectiveness of treatment 
Clinical and research literature on this topic is very limited, but it is an area of 
interest to me based on my clinical experience.  I am particularly interested in women’s 
beliefs about the effectiveness of MMT and how much of their success in treatment they 
think is due to this medication.  In a study conducted by Uebelacker, Bailey, Herman, 
Anderson & Stein (2016), 376 individuals undergoing inpatient detoxification were 
surveyed on their beliefs about the effectiveness and safety of, and their preference for, a 
variety of Medication Assisted Treatments. Methods included interviews and three scales 
examining the client’s perception of the treatment’s safety, efficacy and consistency with 
being drug-free.Researchers found that “beliefs about medications' efficacy, safety, and 
consistency with being drug-free are associated with patients' preferences for Medication 
Assisted Treatment options” (p. 53).  This recognized that women choose the treatment 
that they had the greatest confidence would help them attain abstinence.  
Reasons for continuing in treatment and recovery 
The role of motivation in the recovery process has been emphasized in various 
theories and approaches including Relapse Prevention (Marlatt& Gordon, 1985), and 
Stages of Readiness for Change (Prochaska &DiClemente, 1992). Motivation may have 
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features that are internal (e.g., desires) or external (e.g., social pressures).Best, Gow, 
Taylor, Knox and White (2011) describe a variety of motivational factors contributing to 
clients’ continued recovery efforts, which range from the negative factors of not wanting 
to deal with the lifestyle of active addiction, to the positive factors of birth of a child, 
seeing improvement in relationships, to just wanting a better life. Their research also 
found that clients who were further along in recovery could list more reasons to sustain 
their ongoing recovery efforts. Washton and Zweben (2006) point out that common 
positive byproducts of recovery named by clients in ongoing recovery include a positive 
reordering of life priorities, greater acceptance of things that cannot be controlled or 
changed, greater honesty with oneself and others, and increased self-understanding.  
Guiding Frameworks 
This section discusses four frameworks that help meinterpret the data I’ve 
received from respondents. The frameworks are the Developmental Model of Recovery, 
The CHIME Model, Symbolic Interactionism, and Stigma. The Developmental Model 
was chosen for its distinctive capacity to describe healthy adaptation following a period 
of debilitation.  Symbolic Interactionism was chosen because it will permit me to 
discover the processes through which these women give meaning to what they call 
recovery. The CHIME Model conceptualizes recovery from mental illness and supports 
the components of The Developmental Model. Stigma is looked at in regards to the 
impact that it has played on the women’s perception of their recovery. 
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The Developmental Model of Recovery 
In the Developmental Model of Recovery, Brown (1985) identifies recovery from 
alcoholism, as well as the possibility of relapse, as following a developmental course. 
The model posits that bio-psycho-social building blocks at each stage facilitate healthy 
emotional development in the next stage. This modelis useful because it does not view 
recovery as just a reversal of addiction, but rather, as an “emergence of the self” (Brown, 
1985, p. 42). Although this framework addresses alcoholism, it has been applied to drug 
addiction as well, and in my experience, the dynamics discussed are very relevant to 
recovery from other types of drug addiction. The Developmental Model of Recovery 
(Brown, 1985) assumes that the basis for recovery is abstinence from alcohol and all 
illicit drugs. Clients in MMT fit this requirement in that the drugs they take are 
prescribed. The Developmental Model has three major components (the drug focus, 
environmental interactions, and interpretation of self and others) that operate in tandem 
with four developmental stages. The developmental stages are “active 
addiction,”“transition away from addiction,”“early recovery” and “ongoing 
recovery.”The components of the model operate simultaneously in every stage. However, 
each component functions differently within each stage, and the relative importance of 
each component varies according to the stage. In the first component –focus on the drug--
- the individual is preoccupied with constant use of the drug and the individual believes 
that he/she has control over this behavior.  In the recovery process, this focus shifts to a 
belief in the value of abstinence and vigilance about remaining abstinent.  In the second 
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component, environmental interactions, the individual believes that the drug problem 
results from environmental interactions (e.g., family, job, friends, health, and financial 
problems).  In the recovery process, the individual realizes that the drug use is causing 
problems in these environmental spheres and there are resources in the environment (e.g., 
family, job, abstinent social network) that can facilitate recovery; the person begins to 
make use of them.  In the third component, interpretation of self and others, addicted 
individuals believe that their low self-esteem, depression, anxiety, etc., are causing 
problems and drinking and drug use are a solution.  In the recovery process, the 
individual becomes aware that there are constructive ways of dealing with low self-
esteem and other identity problems without drinking/using drugs. The recovering 
individual becomes aware of having an important inner life and the ability to find life 
satisfaction without drugs.  The perception changes from being self-centered to being a 
member of a larger societal whole.   
Concerning the developmental stages, thedrinking stage is characterized by a 
focus on drinking (or drug use) and trying to control it. The second stage, 
transition,which Brown referstoas the “critical developmental period of time” (Brown, 
1985, p. 35), marks the beginningof the breakdown of denial and projection. This is the 
point when the addicted person accepts that he or she has lost control over the drug and 
experiments with abstinence.  The early recovery stage consists of behavioral and 
cognitive changes that allow the person’s new identity to form—the shift from an 
addicted person to a recovering person. This new identity is not compelled by the drug, 
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since the person is abstinent.  The person is becoming acquainted with what recovery 
means and formal or informal support groups or supportive individuals are utilized to 
reinforce recovery-based values and ways of living. According to the Developmental 
Model (Brown, 1985), early recovery occurs between the first and second year of 
abstinence. A primary challenge in early recovery is overcoming denial and resistance 
related to the addiction and becoming more accepting and tolerant of others. Research on 
the processes of recovery (Jannes, 2002, Laudet, Savage & Mahmood, 2002, Margolis, 
Kilpatrick & Mooney, 2000) shows that recovery involvement is a complex and dynamic 
process that changes over time. The final stage, ongoing recovery, is characterized by the 
maintenance of the addicted person’s abstinent behaviors and new identity. During this 
time of heightened self-awareness, recovering individuals use self-appraisal, maturity in 
their relationships, and exhibit a progression in personal development that can be seen 
cognitively (more planning and problem solving), behaviorally (less impulsivity, less 
social isolation), and emotionally (more ability to talk about difficult feelings rather than 
acting on them) (Brown, 1985). Included in this is acceptance of the self, incorporating 
one’s experiences into a positive sense of self, developing self-confidence, finding 
understanding and/ or meaning in the illness experience and seeing oneself as a person 
and not just the disease.  
Related to this is reduced self-stigmatization due to one’s illness.  For some 
addicts, the drug subculture provides a social identity that sustains their unhealthy 
lifestyle. An addict may feel lonely, inferior, and incapable of competing with the rest of 
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the society, but still feels like an equal within the drug subculture. The individual must 
learn in recovery to re-establish and rebuild him/herself in relation to the larger society. 
Through this new investment in society, an adoption of a new identification, and 
accessing support for this drug-free lifestyle, the individual is able to grasp the 
opportunities and attain societal goals that were previously limited (Koski-Jannes, 
2002). Having a sense of purpose in life thus provides meaning to the person in recovery 
(De Mayer,Van Nieuwenhuizen, Bongers, Broekaert, &Vanderplasschen, 2013). During 
this stage, individuals continue to reach outside of themselves, and this can be done 
through spirituality or meaningful activities such as employment or volunteering. 
Meaningful roles could include membership in a mutual aid group.  
As they move through ongoing recovery, addicts often become more aware of 
how their quality of life has increased and can articulate this. Their ability to pinpoint 
positive aspects of their life is central to their motivation to remain abstinent and continue 
to improve their lives (Washton &Zweben, 2006).  If an individual accepts the 
responsibility that addiction is not just the drug use alone, but the tendency to resort to 
compulsive, self-defeating behaviors to combat inner conflicts, then the focus of recovery 
is broader than abstinence (Best, Gow, Taylor, Knox, & White, 2011). Abstinence is only 
the first step in developing healthy coping skills and recognizing and dealing with inner 
conflicts, which in turn provides the individual with necessary autonomy to maneuver 
life’s many obstacles. 
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The CHIME Model 
Several elements described in the Developmental Model overlap with the CHIME 
model which is based on research by Leamy, Bird, LeBoutillier, Williams and Slade 
(2011), which includes a systematic review and narrative synthesis of 97 papers reporting 
on 87 models of recovery, and reinforces Brown’s model and the idea of recovery as a 
process. It supports the concepts identified here although somewhat different terminology 
is used.  From their research, they constructed CHIME, a framework for conceptualizing 
recovery from mental illness. This framework includes three superordinate recovery 
categories: characteristics of the recovery journey, the recovery processes, and recovery 
stages, and five recovery processes: (1) Connectedness, (2) Hope and Optimism, (3) 
Identity, (4) Meaningfulness, and (5) Empowerment. 
I have included the CHIME model here because it grew out of the mental health field and 
provides support for elements of the Developmental Model. For example, the CHIME 
concept of Connectedness can be seen in the Developmental Model’s description of the 
recovery process, where the individual realizes that there are resources in the 
environment (e.g., family, job, abstinent social network) that can facilitate recovery and 
the person begins to make use of them.  
The CHIME concept of Hope and Optimism can be seen in the Developmental 
Model’s description of transition, where the individual marks the beginningof the 
breakdown of denial and projection. This is the point when the addicted person accepts 
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that he or she has lost control over the drug and experiments with abstinence and the hope 
of recovery. The CHIME concept of Identity can be seen in the Developmental Models 
description of theearly recovery stage where changes occur that allow the person’s new 
identity to form in this case the shift from an addicted person to a recovering person. 
Meaningfulness, according to CHIME, involves finding meaning in the illness experience 
through spirituality or activities such as employment or volunteering. A sense of purpose 
in life provides meaning in recovery (De Mayer, Van Nieuwenhuizen, Bongers, 
Broekaert, &Vanderplasschen, 2013)and this can be seen in the Developmental Model in 
ongoing recovery. Finally, the CHIME concept of Empowerment can be thought of as 
similar to the Developmental Model’s concept ofacceptance of the self, by incorporating 
one’s experiences into a positive sense of self, developing self-confidence, finding 
understanding and/ or meaning in the illness experience and seeing oneself as a person 
and not just the disease. 
Recovery, whether it is from mental illness or addictions, is looked at as a 
personal journey by individuals with lived experience (Leamy, Bird, LeBoutillier, 
Williams & Slade, 2011). Some individuals consider their legacy, wanting to leave 
positive values and relationships behind them when they die (Brown, 1985).  Many 
individuals come to see themselves as much more than the addiction, focusing on how to 
be a good mother, a good daughter, a good aunt, a productive worker or how to be skillful 
at a sport or other interest (Brown, 1985).  
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Symbolic Interactionism  
Symbolic Interactionism (Blumer, 1969) describes social interactions as mutually 
developed exchanges to which individuals bring their own symbolic meanings.  As 
Blumer (1969) argues, meanings come from interaction, and such meanings are shaped 
by self-reflections people bring to situations. Individuals do not simply respond to their 
environments, but actually define, shape, and manipulate them. I will consider symbolic 
interactionism as it bears upon the research questions that guide this study. I will then set 
forth the relevant concepts, for example, self- efficacy, identity and empowerment that 
guide participants’ perceptions, and construction of the ways in which their personal and 
social identities change as they process their experience of recovery.  Symbolic 
Interactionism will allow me to explore the processes through which these women 
construct and give meaning to what they call recovery and to examine how these 
meanings and their contexts shape such processes. 
Symbolic Interactionism focuses on social interaction to explain human behavior 
and thought. This dynamic outlook theorizes that reality is determined through social 
interaction (Charon, 1992). Human beings both effect, and are affected by, their 
interactions with the outside world within a reflexive interface of meaning making. The 
outside world comprises of other human beings and other social objects such as labels, 
laws, and social norms. Our interactions with this outer world form our perceptions. 
Rather than centering solely on internal traits, or the outside social structure, symbolic 
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interactionism focuses on both the interaction of the individual with herself and the 
outside world (Blumer, 1969; Charon, 1992).  
 Symbolic Interactionism defines the individual as active and changeable rather 
than submissive and resolute. Human beings are able to make choices and are active 
participants in defining their world and reality (Charon, 1992; Hewitt, 1988). Individuals 
form their identities through their interactions with the outside world. Individuals make 
meaning from these interactions and use these meanings to define themselves, the world, 
and themselves within that world. It is this individual meaning that then becomes their 
reality. For example, the women in this study may define themselves as “addicts” due to 
their interactions with the outside world (e.g., professionals, family). This definition is 
subject to change as interactions and the meanings attributed to those interactions change. 
Therefore, as the women are exposed to alternative meanings about reality, they are able 
to change who they perceive themselves to be, such as “recovered”.  
 Isolating the individual from the setting that may have caused his or her addiction 
can alter his behavior or mindset. In a similar way, symbolic interactionism provides a 
valid framework for examining how individuals construct identities through their 
interaction with the outside world and themselves. This theory helped me explore the way 
that women using MMT make sense of their experiences and the effects of numerous 
influences on their lives as they go through the process of recovery.  
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Stigma 
 Theories of Stigma.Stigma has numerous definitions. One of the most well-known 
theorists on the subject of stigma is sociologist, Erving Goffman, who refers to this 
concept as “a special kind of relationship between attribute and stereotype… an attribute 
that is deeply discrediting” (Goffman, 1963, p. 2), that makes an individual person 
“different from others in the category of persons available for him to be, and of a less 
desirable kind” (Goffman, 1963, p. 3).  Goffman asserts that, “society establishes the 
means of categorizing persons” (Goffman, 1963, p. 3) which is illustrated by negative 
attitudes and beliefs that lead to feelings of fear, rejection, avoidance, and discrimination 
by people against other people.   
Social Psychologists Crocker, Major and Steele (1998) explain that, “a person 
who is stigmatized is a person whose social identity, or membership in some social 
category, calls into question his or her full humanity-the person is devalued, spoiled, or 
flawed in the eyes of others” (p. 504). Stigma is an occurrence to a group in society of 
disrespect and unfair treatment by others, thus it is a problem of behaviors as well as 
attitudes, such as unfair and unjust treatment of people as an outcome of distorted beliefs.  
An example is, “various myths, prejudices, and negative stereotyping of people with 
mental health issues” (Hocking, 2013, p. 10). Stangor and Crandall (2000), in their article 
on Threat and the Social Construction of Stigma, assert that stigma is a form of deviance 
that leads others to view individuals as a threat to participation in an interaction. People 
may be considered unworthy of being interacted with because they are mistakenly seen as 
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lacking the abilities or skills to carry on an interaction, or expected to behave 
unpredictably or inconsistently, or are viewed as  a threat to others or to the interaction 
itself .    
Goffman (1963) says stigma develops based on the following premises: 
a. stigmatization can be enacted only through social relations. Although individuals may 
anticipate rejection and exclusion, stigma is only made real as individuals experience 
it in social interaction.  
b. stigmas are shaped and reshaped in the particular cultural configurations that arise in 
social context, i.e., in that time and place. 
Stigmatization according to Goffman is a process of global devaluation of an individual 
who possesses a deviant attribute. Stigma arises during a social interaction when an 
individual's actual social identity (the attributes he or she can be proved to possess) does 
not meet society's normative expectations of the attributes the individual should possess 
(his or her virtual social identity). Thus, the individual's social identity is spoiled, and he 
or she is assumed to be incapable of fulfilling the role requirements of social interaction. 
This assumedinability to meet responsibilities affects the moral standing of the individual 
or group as determined by their local social world. Individuals with stigmatized 
conditions are deemed unable to meet social interaction requirements (i.e., social 
obligations and norms) and therefore they are burdened with the destroyed personal 
ability to hold on to relationships, wealth and improvement, and life chances. Thus, 
stigma can have widespread negative social consequences. Moreover, “stigma develops 
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out of an initial, universally held motivation to avoid danger, followed by an often 
exaggerated perception of characteristics that promote threat, accompanied by a social 
sharing of these perceptions with others; thus, stigmas exist primarily in the minds of 
stigmatizers and stigmatized individuals as cultural social constructions” (Stangor& 
Crandall, 2000, p. 74).   
 Link and Phelan (2001) expand on Goffman’s concept of stigma with interrelated 
elements such as: 
 Identification and labeling of difference; 
 Cultural beliefs that link the label and the labeled person to negative 
stereotypes;  
 Labeled people are then categorized in a way that creates a clear 
distinction between ‘us’ and ‘them’; and  
 Stigmatization can be seen as contingent on social structures that provide 
unequal access to social, economic and political power. Only powerful 
social groups have the ability to create and maintain discriminatory 
practices. 
 In view of Goffman’s concept that “the phenomenon whereby an individual with 
an attribute which is deeply discredited by his/her society is rejected as a result of the 
attribute” (Goffman, 1963, p.53), Pescosolido and Martin (2015) include this referring to 
it in current terms as, “a mark of the body, of character, or of a status.” Thus, individuals 
with tattoos may be considered socially deviant and may not be afforded the chance of 
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employment even if these individuals are the most qualified for the job.  Such a 
stigmatized condition is included in Goffman’s illustration of different types of stigma 
such as:  
“abominations of the body or physical irregularity such as disabilities; blemishes 
of individual character such as weak will, domineering, or unnatural passions, 
treacherous and rigid beliefs, and dishonesty; and tribal stigma or as passed down 
as hereditary lineage including race, nationality or even religion” (Goffman, 1963, 
p. 115). 
There are also a number of stigmatized diseases such as AIDS. People who have such 
diseases are discriminated against in the health care system and usually receive much less 
social support (Pescosolido& Martin, 2015).  
 Research by Chollier, Thompkinson and Philibert (2016) found that HIV stigma 
impacts chief public health priorities such as STI testing and adherence, along with the 
well-being of people living with HIV. These experiences or perceived experiences of 
stigma and discrimination can deter people living with HIV from seeking treatment. 
Potentially, resulting in less motivation to remain healthy. Often stigma leads to 
discrimination and rejection and causes people to be marginalized not only socially but 
also from the services that they need to remain healthy.   
 Earnshaw and Quinn (2012) examined the stigma in healthcare related to quality 
of life for individuals living with chronic illness and identified distinct types of stigma 
and the types that had the worst impact on individuals. Internalized stigma occurs when 
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people absorb or internalize negative attitudes about their stigmatized attribute. 
Experienced stigma is “the extent to which people perceive that they have experienced 
stereotyping, prejudice, and discrimination directed at them from others” (Earnshaw & 
Quinn, p.158).  Anticipated stigma is an outcome of internalized and experienced stigma 
as illustrated by someone who has experienced stigma or/and internalizes stigma which 
could lead to anticipated stigma. Internalized, experienced and anticipated stigmas are 
often interrelated and are all further linked to care access and quality of life. Earnshaw 
and Quinn (2012) believe that the intense internalizing of stigma or experiences of stigma 
tend to lead to the belief of stigmatized individuals that others will just be giving them the 
same treatment in the future – resulting in less access to care and a lower quality of life.  
Stigma associated with addiction. The father of Sociology, Emile Durkheim 
(1893), branded the idea of deviance in relation to social stigma in society in which 
individuals or groups deviate from the norm and are perceived as groups of social 
deviants; criminals, the mentally ill, physically disabled, and substance abusers. He 
viewed stigma as a disapproval of a person or group based on social characteristics that 
distinguish these rejected people from other members of society.  We know there is a 
societal stigma to substance use disorders, which manifests in various forms such as 
difficulty in obtaining employment, limited admittance to housing, and reduced access to 
treatment as well as interpersonal rejection. (Luoma et al., 2006). Boekel, Brouwers, Van 
Weeghel, Garretsen (2015) conducted a study to investigate stigmatizing attitudes 
towards people with substance use disorders from the general public, mental health and 
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addiction specialists as well as clients themselves. They found a high tendency from the 
general public to maintain social distance towards individuals with substance use 
disorders. Stereotypes of aggressiveness, causing disturbances and being self-neglecting 
were attached to these individuals and the general public had moderately negative 
expectations of individuals with SUD’s in terms of their ability to find housing, have 
relationships and maintain employment. Addiction is viewed by many as a moral 
problem including the belief that people with substance use disorders choose to continue 
using drugs. Those in recovery from addiction are often blamed for their problems. This 
stigma creates shame, guilt and fear, preventing millions of people from getting the 
treatment they need. Stigma associated with drug addiction is often structurally 
reinforced by government policies that contribute to its widespread acceptability, as 
illustrated by the “war on drugs” which contributed to the socio-cultural stigmatization of 
drug users as criminals and junkies.  Although health care is not always affordable, 
available, accessible and acceptable to marginalized groups, stigma is also a prevailing 
barrier to access and utilization.  Hence, the following negative effects: 
 avoidance of addiction treatment for fear of social stigma 
 worsening addiction due to perceived social rejection or discrimination 
that increase feelings of depression or anxiety 
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Why is addiction stigmatized? 
a. Criminalization: criminal activities such as violence, drug trafficking and prostitution 
became associated with illegal drugs, thus society associated drug use with  immoral 
behavior; 
b. Relapse: people in recovery are also judged by high rates of relapse because the 
public doesn’t understand the disease.  
c. Language: words associated with addiction are stigmatizing and that can prevent 
people who need treatment from seeking help.  Such words may include, but are not 
limited to addict, alcoholic, junkie. 
Social support and social inclusion are important contributors to a successful recovery 
from addiction. It has always been a challenge to reduce stigma associated with addiction 
because of these misconceptions and prejudice. Thus, the discrimination, isolation and 
prejudice caused by stigma become definite risk factors for substance abuse and relapse.  
Stigma associated with methadone. Stigma associated with MMT is 
particularly strong and stigma has been identified as a barrier to MMT retention and 
success (Anstice, 2009; Brener et al., 2010). Ahren and colleagues (2007) acknowledged 
that family members were a significant source of stigma: 75% of their sample of clients 
in treatment reported facing stigma due to their involvement in methadone treatment. 
Experiencing and expecting discrimination from family, friends, employers and 
healthcare workers may undermine MMT access, retention and success. As a stigmatized 
and disenfranchised population, opioid addicted individuals enter treatment with a 
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multitude of psychological and social needs, leading to high drop-out rates and low 
recovery rates (DeMaeyer,VanNiuwenhuizen, Bongers, Broekaert&Vanderplasschen, 
2013). Public perceptions are that people on methadone are just getting high because they 
are taking an opioid. Women using MMT may believe, like some members of the general 
public, that their recovery is impeded by the fact that they are using an opioid 
maintenance drug. Experiences of stigma destroy the dignity of a person and gravely 
affect a person’s mental health, thus hindering their potential to achieve success.  
Shame 
Shame is an important element related to stigma. Feeling stigmatized often leads 
to feeling shame.  Dictionary definitions of shame include that it is a painful emotion 
caused by consciousness of guilt, shortcoming, or impropriety, and that it 
arises from the consciousness of something dishonorable, improper, or ridiculous, done 
by oneself or another person with whom one is closely identified (Merriam-Webster 
Dictionary, 2017, Dictionary.com, http://www.dictionary.com/browse/shame, 2017). 
Sivan Tomkins (1963) asserts that shame is one of the most painful and disturbing affects 
possible and causes a person to feel inferior and humiliated (p. 118). Helen Block Lewis 
(1971) examined the role of shame in her book Shame and Guilt in Neurosis and stated 
that,during experiences of shame, a person feels universally deficient and worthless 
(1971, p. 209). Lewis stressed that shame is focused on the whole self, and because of 
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this, shame is a tremendously harmful emotion. One feels entirely worthless, threatening 
the constancy of the self. 
Healthy Human Development vs. Development of Shame 
According to Kohut (1977), a well-known self-psychologist, in early life, human 
beings lack a sense of self or identity. It is through connections with others that parts of 
significant others are gradually taken in to shape a self-structure, which is continuously 
transformed in interaction with others throughout the life course. In Kohut’s perspective, 
for a human being to develop a solid and healthy self, three needs have to be met. The 
first is to have their specialness reflected by others. The second is to be allowed to bond 
with idealized capable figures, and the third is to gain a sense of belongingness through 
identifying with others and ascertaining comparisons with them. Kohut connected shame 
to the failure of getting approval or acceptance by others. 
Lewis (1971) suggests that although shame seems to come out of a social context, 
shame really is a state of self-devaluation, and comes from within. Therefore, she 
proposes that while shame usually occurs when one feels rejected by others, the basis of 
the shame is one's own thoughts about the self. The experience of someone else’s 
rejection leads to self-critical thoughts that lead to feelings of shame.  This is consistent 
with theories of self-stigmatization. 
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Self-stigmatization 
  Self- stigmatizationis defined as negative thoughts and feelings (e.g., shame, 
negative self-evaluative thoughts, fear) that emerge from identification with a stigmatized 
group (Luoma et al., 2010, p. 2). Identification with a stigmatized group can result in a 
number of negative behavioral impacts such as avoidance of intimate contact with others, 
avoidance of treatment, or failure to seek employment (Luoma, 2010, p. 2). Shame, 
according to Luoma, is one of the emotions experienced during self-stigmatization, when 
the person identifies with a stigmatized group and begins to judge himself or herself as 
part of that stigmatized group, in other words, according to the societal and cultural 
values that view that group in a negative way. Thus, stigma can cause shame. 
Shame Connected to Substance Abuse 
Shame is an affect that is considered to be significantly linked with substance 
abuse. Gershen Kaufman (1996) hypothesized that shame-based syndromes (connected to 
internalized shame) are rooted in early negative interpersonal experiences. These are 
compulsive syndromes and include physical abuse, sexual abuse, eating disorders and 
addictive disorders. Kaufman (1996) considered that addictions are related to 
“internalized scenes of shame” (p. 184) that come from repeated,painful interpersonal 
experiences from childhood or early adulthood in which a person is repeatedly 
humiliated.  When the person reaches adulthood, they carry with them these “internalized 
scenes of shame,” and may be vulnerable to remembering and re-experiencing these 
scenes in their everyday life.  This may be especially true of individuals with substance 
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abuse problems who have engaged in behaviors while they were high that triggered 
shame.  
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CHAPTER 4: METHODS 
Sample/Participants  
 This study was approved by the Boston University IRB and thirty-one women 
were interviewed. All had a history of opioid addiction, were currently enrolled in MMT, 
and were 35- 50 years of age. All of the women in this convenience sample had been 
active participants (regular attendees) in MMT for 12- 18 months. All women lived in 
Southeastern Massachusetts and were clients in SSTAR’s Lifeline Program.  This agency 
has a large Portuguese-American population, therefore, the majority of the women were 
Portuguese-American.  As the PI of this study, it is important to note that I am the 
Director of Outpatient Services of SSTAR and previously treated clients in the agency’s 
MMT program. However, for some time (approximately 4 years) I have not had, and did 
not currently have, direct client contact; thus, clients in the respondent pool and clients 
ultimately interviewed were not clients of mine.  My role in the MMT program is 
administrative and includes clinical supervision of staff.  
 Selection criteria for the study were female; 35-50 years of age; at least a 5-year 
history of opioid addiction and a DSM 5 diagnosis of Opioid Use Disorder; regular 
attendance in treatment at the SSTAR Lifeline Program for MMT; urine screens negative 
for opioids and other drugs for 12-18 months. A minimum of one year in treatment was 
required because that period of time provides enough stability so that a woman can begin 
to build a foundation for recovery, rather than just attend treatment. Maremmani, Pani, 
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Pacini, and Perugi (2007), examining the effects of MMT on retention in treatment, found 
that 1 year in treatment “seems to favorably affect the clinical course, psychiatric well-
being, and social adjustment of opioid addicted patients” (p. 96). 
Procedures 
Participant recruitment 
 a) Clinical staff notified clients: Clinical staff were asked to distribute flyers to 
female clients who attended the program. Flyers stated the inclusion criteria, that a 
$10.00 gift card to Stop & Shop would be given to participants who complete the 
interview, and described the purpose of the study: to discuss participants’ experiences in 
“treatment and recovery.” These general terms were used to avoid having participants 
prepare answers ahead of time or discuss their answers with other clients.  Women who 
were interested in participating contacted me.  When handing out the flyers, clinical staff 
informed clients that (a) participation was strictly voluntary, (b) the clinical staff would 
not know if the client participated or not, (c) the PI and staff would not know whether the 
client was asked and refused or was not asked, and (d) there would be no negative impact 
on the client’s continued treatment involvement if the client chose not to participate. 
 b)PI approached clinical staff: Clinical staff were informed of the study and given 
flyers to distribute to clients. Clinical staff were told that they were free to choose to hand 
out flyers or not, there would be no penalty in terms of their jobs if they did not hand out 
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flyers, and the PI would not know whether the clinical staff approached clients and the 
clients refused, or if the clinical staff did not approach any clients. 
 c)PI obtained consent and accessed medical records: Once clients contacted me, 
they were asked to sign a consent form allowing access to their clinical charts.It was 
explained to them that the information that would be looked at in their clinical record was 
number of years that they had a problem with opioids; the results of their random drug 
screens during their treatment at the agency; the age when they first used drugs and 
alcohol; any diagnosis they received other than opioid addiction, and attendance and 
treatment participation. They were then given an appointment to meet with me. For 
clients who agreed to the record review and to be interviewed, informed consents were 
signed and information on marital or domestic partner status and parenting status was 
obtained at the time of the interview. I reviewed the client record after the interview to 
verify that the clients who had been referred actually met the selection criteria. I accessed 
the electronic health record by logging into the SMART database. After clicking on the 
client’s name, a face page appeared with the client’s picture and demographic 
information such as date of birth, social security number, start date on the program, 
methadone dosage amount and last dose received, and date of last urine provided. 
Clicking on a tab labeled UA brought me to a screen where I was able to view the client’s 
urine screen results, and specifically, the past 12 -18 months of urine results. Clicking on 
the tab labeled “case history” provided me with counseling and group attendance for the  
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length of the client’s treatment involvement. This allowed me to assess treatment 
compliance, which, minimally, is one clinical contact consisting of either an individual 
counseling session or attendance at a psychoeducation group monthly. I clicked on 
another tab labeled “diagnosis” to view any psychiatric diagnosis codes that had been 
assigned to the client. 
Data Collection and Measures 
 The primary data collection method was semi-structured interviews. All 
interviews were conducted by me. Each interview was approximately 60-90 minutes in 
length and open-ended questions were asked to elicit the women’s views. Below are 
examples of the types of questions that were asked after introducing the study in the 
following way:  I said: “Since recovery can mean different things to different people, I 
am interested in hearing what you think recovery is and how recovery has impacted your 
life on different levels. The questions will take a look at what recovery is for you, how 
you feel that recovery lives in your life, and what it has done for you.” The Interview 
Protocol is located in the appendix. (See Appendix B). 
 During the interview process, none of the women refused to answer questions. 
They were all cooperative and engaging. Some women required a lot of prompting on 
particular questions (about their strengths, about relapse prevention methods because they 
didn’t seem to think that what they were doing was relapse prevention). Some women  
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gave answers or told about experiences that were not related to the question, and needed 
to be refocused several times. Some women were confused on a certain question 
requiring me to rephrase the question until they understood it. I stopped asking the same 
question after a while if it seemed the woman could not focus on it. Some women 
becameemotional when speaking about the changes they had seen in themselves from the 
time when they first started treatment.  One of the dilemmas for me was trying to 
understand how much of my clinical skills to use and how much to maintain a 
researcher’s distance.  I often thought that if I could use more reflective listening, I could 
help the women say more clearly what they meant.  But I tried to keep myself out of it so 
I wouldn’t be putting words in the woman’s mouth.  
Data Analysis 
Data was analyzed in an iterative process using Thematic Analysis (TA). Thematic 
Analysis is a method for identifying, analyzing and interpreting patterns of meanings or 
themes in qualitative data (Clark & Braun, 2014). TA can be used across a range of 
theoretical frameworks.  It represents a valid and systematic way of focusing on meaning 
across a data set and allows the researcher to make sense of individuals’ shared meaning 
around their lived experiences. Within this method, many patterns can be identified, and 
the purpose of analysis is to pinpoint those patterns significant to answering specific 
research questions. It is a way of recognizing and making sense of how a topic is  
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commonly viewed.  An inductive approach was used and codes, categories and 
themes were derived from the content of the data. TA has a six-phase approach to data 
analysis which is recommended for smaller data sets like this one and for researchers new 
to qualitative research, like this PI.  The following are Braun and Clark’s six phases: 
 
1)      Getting familiar with the data 
2)      Generating initial codes 
3)      Searching for themes 
4)      Reviewing potential themes 
5)      Defining and naming themes 
6)      Illustrate findings 
 
In analyzing my data, I went from coding, to developing categories (sub-themes) 
from the women’s responses to each of the 18 questions, to developing themes from the 
categories, to cross-referencing themes with recovery outcomes from the literature. My 
steps are described here. 
Familiarizing myself with the data: 
 The data analysis began with my transcribing five digital-recorded interviews into 
transcripts verbatim. Twenty-six transcripts were then sent to Rev.com, an audio 
transcription company, for transcribing.  The PI then examined the data by each question. 
Each line was read to determine whether the woman had answered the question being 
asked. Answers that were not relevant were labeled as miscellaneous. Only a small 
number of answers (3 or 4), if any, were labeled this way for each question.  I also looked 
for shared concepts which included social functioning, relapse prevention methods,  
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family functioning, reasons for continuing to work on recovery, and the influence of 
methadone. These areas of interest were highlighted in the margin and notes were taken 
on the relevance of particular quotes to the interview questions.  
Memos (See Appendix A) were also constructed during the analysis and several were 
generated during interviews with the women to ensure that I could monitor myself and 
not inject unnecessary dynamics into the interview (Bradbury- Jones, YEAR, p. 295).  
Below is an example of a memo written when there had only been a small number of 
interviews completed. The clients is M59. The memo was written on 1/19/17. 
“Being normal seems to be the theme for her in regards to viewing herself as 
recovered. I should have probed more to have her describe what normal looks like. She 
keeps referencing day to day just living life and giving back instead of taking. Again, she 
states no triggers. I have heard this from a few earlier respondents too. Could this be due 
to the methadone or their mindset? Moving forward I need to explore this further.  I’m 
consistently hearing no friends since getting clean, but it’s said in a very affirming way, 
not an isolated, regretful way.  She states that she would be fully recovered if she was off 
methadone. I need to also explore this moving forward if it comes up again in future 
interviews. Curious to know what dose she is on. Question 15 I am finding confusing to 
some of the respondents.  I am paraphrasing some of the women’s answers and I’m not 
sure if this is reflecting what they are saying or leading them, since I am not stating 
verbatim and I am adding words and labels that I am hearing. She agreed with my 
statements, so maybe I’m not leading?  I am seeing some similarities in the answers and 
the themes are connecting back to my theories.” 
Generating initial codes: 
Coding was utilized to identify topics reflected in the women’s comments.  Because 
the PI wanted to see whether the women’s responses reflected the concepts that the 
literature says are typical of people in recovery, a codebook of recovery outcomes from 
the literature was developed. (See Codebook in Appendix C).  The codebook included a 
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definition of each recovery outcome or personal change dimension so that I could remind 
myself of the meaning of these concepts to increase accuracy during coding. Some 
interview questions gave categories of possible answers and these response choices were 
added to the codebook.  
During line-by-line coding, a recovery outcome was assigned whenever a women 
described (a) a change she had seen in herself (b) during this time in treatment and (c) 
that change was consistent with one of the recovery outcomes that was listed in the 
codebook.  In one paragraph of a woman’s statement, I might have coded with one 
recovery outcome, or more, if she described more than one change in herself.  Generally, 
I assigned only one recovery outcome to a paragraph because even a long response from 
a woman often only described one recovery outcome.  External validation of coding 
strategies was done by having my first reader code several transcripts independently, and 
then we compared the coding (Lon & Johnson p. 34). Any discrepancies found in coding 
were addressed and resolved via consensus.  As we coded, but before we coded several 
transcripts, we made some decision rules to guide us: 
 Take respondent at her word; try to avoid interpreting what she might mean at this 
initial stage of coding.  
 Include more Recovery Outcomes rather than fewer to be sure to capture the 
important ones.  
 Put the code on the question asked, not the question answered (when answers did 
not correspond to the question asked but answered a different question).  
 For treatment questions (questions 11a—19), do not code Recovery Outcomes 
unless the respondent names specific Recovery Outcomes. 
 Boyfriend is coded as family 
 Code each phrase, sentence or paragraph that seems relevant. Examples of 
possible codes:  Participant #13: Question 3 --RO9, RO13, RO15 
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It was not always easy to decide on a specific recovery outcome. For example, some 
women talked about their ability, now that they were in recovery, to identify past 
enablers—people who had encouraged their drug use.  We debated about whether this 
was increased self-awareness or evidence of progress away from the addict identity, or 
some other recovery outcome. Usually we chose the broader recovery outcome (shift 
away from the addict identity) rather than a more specific one when we weren’t sure.  
Transcripts were then uploaded into the NVivo data analysis program. This 
qualitative data analysis program assisted me in organizing and analyzing the women’s 
responses to each interview question. That is, I could extract all quotes from a single 
question, and locate who and how many women answered a particular question. It 
allowed me to classify, sort, and arrange the data according to the line by line coding that 
had been done.  The names for the node codes in NVivo corresponded to (a) the number 
of the interview question, and (2) each of the recovery outcomes. A review of the 
codebook was conducted to identify any new codes, for example, the recovery outcome, 
“manages responsibilities of daily life for self and others,” was added when several 
women spoke of this as evidence of their recovery.  According to Glaser (1978), 
theoretical codes are flexible and “they are not mutually exclusive, they overlap 
considerably and one family can spawn another” (p. 73).  
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Searching for categories (subthemes) and condensing them after they were identified: 
 In these phases, responses to each question (node) were grouped into categories 
or subthemes. Areas of similarity and overlap within categories were examined and 
issues that shared some unifying feature were clustered to reflect a meaningful pattern 
within the data. The categories (subthemes) were mutually exclusive, constructed on  
what the women said, and directly addressed the interview question being asked. If a 
quote was not relevant to the question, then it was repositioned under another category or 
labeled “miscellaneous.” To avoid having too few quotes in each category, I decided to 
have no more than seven categories for each question I analyzed (since there were 31 
respondents).  If there were less than three quotes in a category, that category was 
absorbed into another relevant category.  Some categories (subthemes) were labeled 
using direct quotes from the women’s responses, which according to Braun & Clark can 
provide an immediate and vivid sense of the meaning “while staying close to the 
participant’s language and concepts” (p.69).  For example, two categories for Question 4 
(How has your view of yourself changed from a year ago until now?) were: I am more 
confident and independent; I have more self-esteem. Two categories for Question 17 
(What personal qualities have helped you succeed in recovery?) were: I am determined; I 
have a positive attitude and approach.  After the categories were decided on for each of 
the 18 interview questions, I reviewed them in a recursive process and combined some 
that were similar.   
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Defining and naming themes: 
The categories (groupings of quotes) assisted me in pinpointing themes that were 
summaries and interpretations of the findings. According to Braun and Clark (2008), “A 
theme captures something important about the data in relation to the research question, 
and represents some level of patterned response or meaning within the data set” (Braun & 
Clark, p.67). Themes were named, keeping in mind the need to be concise, informative 
and catchy, so as not to lose the awareness of the data.  
Cross-referencing the themes and recovery outcomes and reporting the results: 
The final step in the analysis was the appraisal of these themes in relation to the 
recovery outcomes identified in the literature. I wanted to see whether the women’s 
answers to the interview questions, represented by the themes, would reflect these 
recovery outcomes. I thought this final step would capture the most significant and 
pertinent elements of this data. I used NVivo to produce an excel spreadsheet that 
displayed the recovery outcomes (totals and type of each) that occurred for each question. 
I was able to see where the greatest number of recovery outcomes occurred, for example, 
for Question #4 (How has your view of yourself changed from a year ago to now?), 17 of 
the women indicated recovery outcome #8, “sees shift in identity from addict to 
recovering person—perceives self to be in recovery.” For question #8a (Has your friend 
network or other supports changed since you began treatment this time?), 24 of the 
women indicated recovery outcome #6, “Has greater connectedness with  
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friends/supports.” This recovery outcome included issues such as using peer support 
or other types of support; having new abstinent friends who support recovery, and 
participating in organizations and/or groups that support recovery.  This cross-referencing 
helped me use a descriptive style of thematic analysis to illustrate whether my sample of 
women reported outcomes that fit the overarching theoretical framework of Recovery.  
Applying the theoretical frameworks: 
 TA was a useful tool in helping me understand how respondents constructed 
meaning in relation to their recovery. According to Rehm, Darling, Coccia, Cui (2017), 
TA is positioned within the Symbolic Interactionism framework which is also concerned 
with the subjective meanings that people give their actions and environments and 
represents a powerful way to analyze how individuals make meaning out of their 
experiences with the outside world.  Since individuals who experience recovery do so 
through an interaction between the outside world and personal and subjective processes 
within themselves, a key aspect of these interactions is transformative identity-related 
dynamics.   
The theoretical frameworks used in this study, the Developmental Model of 
Recovery, CHIME, Symbolic Interactionism, and Stigma explore the dynamics of how 
individuals construct recovery. Therefore, they were helpful and compatible perspectives 
for illuminating the subjective meaning-making processes of the recovery experience.  To 
enhance credibility and achieve theoretical triangulation, I applied these four theories to 
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the data so my understanding of the significant concepts would not just come from one 
perspective. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
51 
 
 
CHAPTER V.  RESULTS 
 Study Sample 
 Demographic information was elicited in the interviews. Age and ethnicity. The 
women were first asked how old they were and their ethnicity.  Of the thirty-one women 
interviewed, eleven were exactly 50 years old, the top of the age range for the study. 
Another eleven women were in their 40s and nine women were in their 30s. Twenty-two 
of the thirty-one women identified as Portuguese American and three women identified 
as French. The other six women stated they were white. Marital/relationship status, 
parental status and geographic location. The women were asked if they were married, 
single or in a relationship and if so, for how long. Four of the women reported being 
married and twelve stated that they were in a relationship; the relationships ranged from 7 
months to 16 years in duration. The remaining fifteen women reported being single. The 
majority of women were mothers: seventeen had custody of and lived with their children. 
The remaining seven had children who were grown and with whom they did not live. 
Twenty-four of the thirty-one women lived in the city of Fall River, MA, and the 
remaining women lived in surrounding towns.  Medical record information. Twenty 
women had take-home methadone, and all the women were abstinent and showed 
treatment compliance for the required amount of time. Twelve of the women had a 
diagnosis beyond Opioid Use Disorder: eleven had a diagnosis of Generalized Anxiety 
Disorder and one woman had a diagnosis of Obsessive Compulsive Disorder. The  
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remainder of the women did not have any identified psychiatric co-morbidities.  Age of 
first use of drugs. The dissertation proposal indicated that age of first use of drugs/alcohol 
would be retrieved from the medical record to determine how long the women had been 
using or been addicted to drugs, however that information proved to be difficult to access 
through the electronic medical record.  Although the initial intake captures this 
information on paper, extracting the information would have required a manual search of 
each paper chart, which proved to not be feasible.  Since many of the women indicated in 
the interviews that they had had many episodes of various types of addiction treatment 
over the years, it was clear that this was a sample of women who had long-term opioid 
addiction.   
Organization of Findings and Themes 
The most important results were focused on the following topics and this chapter is 
organized according to these topics.  
(1)  What the women thought constituted recovery; 
(2)  The women’s perceptions of how they were progressing in their recovery in terms of 
life  changes such as improved family functioning, improved social functioning and 
avoiding relapse;  
(3)  The women’s perceptions of how they were progressing in their recovery in terms of 
internal/personal changes such as a belief in their ability to succeed and a change in 
identity from a drug user (or addict) to a non-drug-user (or recovering addict); 
(4) The role of the Methadone medication in the women’s recovery; 
(5)  The women’s reasons for continuing to work on recovery; 
(6) The personal qualities that helped the women succeed in recovery; 
(7) The women’s view of whether there was a stigma surrounding taking methadone and 
if so, whether they had experienced this stigma, and whether it had impacted their 
recovery. 
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The responses will be reported in the following format: The topic, the theme 
developed from the sub-themes, the sub-themes that were developed from the women’s 
quotes, and an indication of how representative the subthemes were of participants’ 
responses. When relevant, comments of women who disagreed with the majority of 
women are reported.   
1: What the women thought constituted recovery.Three quarters of the study 
participants commented on this.  The theme identified was, Recovery is Work—the 
women talked about needing to work on themselves and make major changes including 
changing their entire lifestyle. To reach this theme, the women’s responses were coded 
into sub-themes defining recovery such as: “It’s self-work; It’s being a better person; It’s 
dealing with life while staying abstinent; It’s making lifestyle changes (of the type that 
would lead them back to the person they were before the drug use). 
  These sub-themes and the following quotes reflect the fact that the women did 
not view recovery as easy or taking place outside themselves.  
Woman 1: “It's not even just stopping the drugs, it's a lot of self-work that you have to do 
with yourself. You have to make sure, even the littlest things like going to appointments, 
making sure you're making counseling appointments, doctor appointments, cleaning your 
house, doing laundry, just daily things.” 
Woman 2: “It's not just literally putting a drug down, it's actually putting work into 
something and doing it, because you could just put a drug down but you still feel like shit 
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about yourself and you're not doing anything for yourself. You're not completely in 
recovery. You have to feel it, like feel really good about yourself and want to wake up 
every day without having to use a substance and do everything you need to do. My 
biggest thing is if I show up, I feel better. Just showing up to an appointment that usually 
I put off or I can reschedule. No. For me now, that's out of the question unless I'm really 
sick or my daughter is done, that's something else.” 
Woman 3: “Recovery for me is, as far as drugs, is being, remaining, abstinent, obviously, 
but it goes beyond that with me. It's not just about putting the drug down but it's also 
changing the behaviors that come with it, not necessarily just with drugs but any kind of 
addiction. It can really be recovery from anything... If its taken control of your life then it 
has become an addiction.” 
 
In contrast to what most of the women said, a small number related recovery to 
their use of methadone. Two of the respondents said that being on methadone 
maintenance to them constituted recovery, while three respondents said that being off 
methadone was equal to being clean and in recovery. One respondent stated, “Yeah, I 
mean I'm in recovery, definitely but to me, clean is being off the methadone.” This issue, 
of whether being on methadone constitutes recovery, comes up over and over again in 
these interviews and will be discussed in more detail later.  
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2:The women’s perceptions of how they were progressing in their recovery in 
terms of life changes such as improved family functioning and improved social 
functioning. Twenty-seven of the thirty-one women commented on this issue. The 
theme identified was, I Am Close to Recovered.  The women reflected on their progress 
and identified ways they had improved, including gaining personal insight and being 
able to accomplish goals. Subthemes varied from women seeing themselves as almost 
totally recovered, to still working on themselves, to a few women who believed that 
they would always be addicts. One woman, when asked this question said,  
“I've come a long way in my recovery, not just with the substance abuse but having a 
clearer understanding of life, in my job, in my family. I think I'm not totally recovered, 
but I'm learning every day as I go along, things about myself just, I don't know, just being 
normal.”  
Another woman stated, “I'm three-quarters a way there, almost back to it, working on  
it anyway.” 
 
 No one identified as 100% recovered and less than half stated that they were 
veryrecovered. About a third reported that they were three quarters of the way recovered. 
A clear majority of the women saw themselves as at least close to recovery if not fully 
recovered.  A third women stated: 
“Well, it's been like almost eighteen months now. Solid, solid definitely. In the  
beginning I was having a hard time, but at this point I feel really good and strong at the  
place that I'm at.” 
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 Although a few women saw themselves as not very near to recovery, it is not 
clear whether responses such as, “I’ll always be an addict,” reflect the actual views of 
the few women who said this, or reflect a common phrase in addiction treatment: “Once 
an addict, always an addict,” meant to caution addicted clients that they are always 
vulnerable to relapse.  
3:The women’s perception of how they were progressing in recovery in terms of 
internal/personal changes such as a belief in their ability to succeed and a change 
in identity from a drug user (or addict) to a non-drug-user (or recovering addict).  
The women were asked to place themselves on a scale of recovery. All the women 
in the study indicated a place on the scale where they saw themselves and the reasoning 
behind this placement.  Half the women answered that they were, “closer to recovered.” 
A little more than a third gave an answer of, “totally recovered.” So, the majority of 
women saw themselves as close to or totally recovered,  
One women responded when asked where she was on the scale: 
“I don't have to get up and use to just live for today. I don't have to get high to make 
the bed. I made the bed today. I never made the bed before. I think I'm there. Maybe I 
would say closer to recovered than addict. I'm not using anything.” 
Another women said: 
“I don't think I'm fully recovered, but as far as drug-wise, yeah. I am.” 
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A few women answered that they felt they were in the middle, making statements 
about still working on themselves.  No one identified as still doing things an addict would 
do, however one woman presented a mixed picture---she viewed herself as being in 
recovery but still an addict in some ways. Another woman stated, 
“You never recover. So, it's an ongoing basis. So, I'm still like an addict, but I'm not 
using.” 
When the women were asked how their view of themselves had changed from a year 
ago to the present time,the theme identified was, I am a Much Better Person with a Much 
Better Life.  There were six sub-themes from which this theme was derived. These 
subthemes captured the women’s view of themselves and ranged from having a more 
stable lifestyle and finances, to not being so self-centered and being more tolerant of 
others, to being more confident and independent, and being responsible and able to 
tolerate feelings. These sub-themes and the following quotes indicate that the women’s 
views of themselves were related to internal changes that had occurred through their 
commitment to recovery. Two women said, 
“Well, I have more self-esteem, a lot more self-esteem. I view myself as a good  
 
person and good mom now, and I didn't before, that's for sure.”  And, 
 
 “I'm a lot more happier with the decision that I made and a lot more content with 
life. I work. I take care of my son. I do the best that I can in life. I know that there's 
nothing stopping me now.”  Another woman answered, 
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“When I was active I didn't have any faith at all in myself. I had some success 
when I was younger but that all went down the toilet. I didn't think I was capable of 
anything when I was using, and eventually I wasn't capable of anything. Now I find I 
have talents I never knew I had. I have strengths I didn't know I had either. I'm stronger 
than I think I am. So I have some hope in learning new things about myself as well.”   
They spoke of the hope of their continued growth towards being the type of 
person they wanted to become. Some of the women attributed to the methadone the 
change they saw in themselves. One woman stated, “The take homes, you have to work 
hard to get them, and I've worked hard.” The woman’s statement is saying, “in addition 
to the methadone, I had to work hard-- I had to do things (e.g., comply with the rules 
month after month, actively participate in counseling) to get where I am.” 
A majority of the women gave examples of how recovery showed up in their daily lives  
and the theme identified was, I Am a Part of the World on Many Different Levels. The 
women related this to having a routine and structure in their daily lives. Some reported 
being employed and more responsible as examples of how recovery is present in their 
lives. Having their children back in their lives and more family involvement was also 
seen as a high point in their recovery. Feeling more a part of the world in all of these 
identified activities led to the women’s sustained abstinence and their interest to spend 
more time on self-care within their recovery.  
These quotes below point out that the women viewed themselves as having a purpose  
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in life through external factors such as employment, volunteering and spiritual 
activities that provided them with hope towards their future. Half of the women 
acknowledged that recovery lived in their lives due to the tasks they were able to 
complete.  
Two comments illustrate this:   
 “Being able to go to work every day, hold down a job, I have people who  
 
rely on me and can rely on me because I am trustworthy.”  
 
 “It plays out in my day-to-day a lot differently from when I was on drugs because 
I would go home, get high, then do the same thing all over again. Today I’ll get on my 
knees wherever I am. That part of recovery I use all the time. Yeah, I will call my 
sponsor. I will ask for help. I work. I'm a part of society today where I was not before. I 
was just existing before.” 
Another women answered, 
 
“Yeah. I even do things to go help people at the store for nothing. I mean, I try to help 
people. I try to keep busy at the kennel. When I do that, I feed the animals. I try to, you 
know, the homeless animals. I try to do different things and just stay on track, keep 
myself busy.” 
 
 When asked whether they were using particular ways for dealing with stress, 
either  positive or negative coping methods, and whether they were using relapse 
prevention methods, the majority of the women identified at least one general coping  
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method used in times of stress. The theme identified is, I’m Physically Active and 
Address Problems Head on.  The methods identified were positive (rather than avoidant) 
and common coping methods, often ones taught in psychoeducational groups or 
individual counseling by treatment programs. Cognitive behavioral approaches were also 
identified.  The following are answers from four women when asked this question, 
 “I just don't run away from things. I try not to run away from things because I've 
learned it only gets worse when I run away from things. That's been one of the biggest 
things, try to face things head on.” 
“I do some self-talk and what I do say is, “Nobody can upset you unless you  
allow them to." You know?”   
“For positive, I go to the gym which is something new, and it's kind of like what 
I'm ... Especially when I'm stressed it definitely gets my mind off of things. I look 
forward to it all day and then finally when I go it's like a break.”  
 “Now I'm working out, I'm learning about all this stuff, and it's keeping me  
distracted and it's making me really want to get healthy which is a new thing for me.”  
From the women who responded, there was a sense that they needed to use some 
type of coping method if they were going to avoid situations leading to relapse.  A small 
number of women reported using unhealthy coping techniques when dealing with stress. 
These were acknowledged as other compulsions such as smoking and overeating. Less 
than half of the women conveyed that they do not use coping methods. One of these 
women stated, “No, I work a lot.” Another respondent reflected on how important it is for 
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her to appreciate the time she has been in recovery due to the time she wasted in active 
addiction—this could be interpreted as a cognitive coping method although she did not 
identify it this way.  
 Concerning what relapse prevention techniques the women used the theme 
identified was, No Drug Using Friends/ No Cravings. More than half of the women 
specified the use of at least one relapse prevention technique that centered on the 
avoidance of old friends and people who are still actively using drugs. One woman 
responded when asked to describe the relapse prevention technique she used: “Removing 
myself and keeping myself away from people that I can already tell are going to be 
potentially harmful to my sobriety.” The other half of the women who said they don’t use 
relapse prevention techniques attributed this to the fact that they no longer had triggers. 
One women commented, “I really haven't had to go into that. I haven't had any urge.” A 
second women said “I don't even know where to get it anymore. I changed my phone 
number and everything.” Another women stated, “To know that life and to know this life, 
I won't do it again.”  
Concerning changes in family relationships, ninety percentof the women 
identified positive changes in their family relationships. The theme identified was, I’m 
Just More Welcomed in Now. Several women spoke of how they managed to gain back 
the trust of family members, and how they often found themselves in positions of 
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responsibility such as house-sitting for family members and babysitting for nieces and 
nephews.  
 
One women stated,  
“Well they don't look so nervous when I'm in the house, and they've told me that 
they're happy that I'm not using anymore. They're not so much afraid of me dying every 
day, like they were before. And my younger brother, never knew it affected him until he 
told me he was afraid I was going to die every day.” 
Several other women highlighted how they have been reconnected with their 
families through being invited to more family functions compared to the past when they 
found themselves being omitted from such affairs.  Another women answered, 
“Yeah. I didn't have a relationship with my family for those four or five years. 
Not at all. I would ignore them. I hated them. I only hated them because they were right 
and I didn't want to take their advice. I was like, "I don't know what you're talking about. 
You don't know what you're talking about. I'm fine." Once I got into recovery and I was 
open about it, it was almost as if I was going to family functions and I was a part of my 
family's life. It was complete 180.”  
  Some women stated that they have been able to reconnect with their children and 
actually take a more proactive parenting role by providing daily care and going to their 
children’s extracurricular activities. Other women identified a closer connection with 
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their parents and siblings, and feeling more a part of family events than they previously 
had.  
 A few women described a change in their family relationships in a negative 
direction. For each of these women, the change was different. One woman discussed how 
she had been estranged from her father due to issues unrelated to her addiction. Another 
woman stated that her parents were still not completely trusting of her and this put a 
strain on their relationship. The third woman discussed how there had been a breakdown 
between her and her son due to his feelings of abandonment due to her inconsistent 
presence in his life. No one felt that their family connections had remained the same from 
before they had started treatment to the present.  
Concerning changes in the women’s friend network or other supports since they began 
treatment this time, All the women commented and the theme identified from the sub-
themes is, I am Careful Who I Hang Around With/I Need to Be with Positive People.  
The women identified positive changes in their friend networks. They identified that 
their friend network had changed in a positive direction due to the fact that they no 
longer hung around with anyone who chose to use drugs. The following are quotes from 
two women, 
“I have less friends. I had to get rid of a lot of friends just because they're just 
bad influences or as the people that I used to get high with, so now I have very few 
friends but at the end of the day, they're positive and they don't bring any of that 
negative nonsense into my life.” 
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“Yeah, well, I don't have the same friends that I had. I don't even think they were 
really friends, they were more acquaintances. If I see these people here, which I know are 
still using, I say hi and stuff like that but I don't want to go and spend time with them, 
because I know what they're doing. I feel like I know I'm strong enough, I just feel like I 
don't want to put myself in that situation. I have a different kind of group of friends.”  
Several women discussed being more involved in community based self-help 
groups such as NA/AA. Others spoke of choosing to associate only with family and co-
workers that they knew were not using drugs. A few women discussed how it was 
important for them to only be around positive people that were doing positive things.  
A small number of women said that their friend network had changed in a 
negative direction. They felt that, since they had gotten into recovery, they no longer had 
friends, because all the people they once called friends were either still using drugs or 
were just people they used to get high with and there was no substantial bond between 
them.  
When asked what their lives would look like if they were fully recovered, the 
theme identified was, I’m Where I Want to Be in My Life.Over a quarter of the women 
felt that they had achieved the pinnacle in their recovery, and conveyed a sense of 
contentment with where they were, and one woman stated, “I don't think it would be any 
different than what I've got going on right now, to be very honest with you.” Other 
women continued to strive for particular goals, both material and intrapersonal. Almost 
65 
 
 
half of the women spoke about wanting to have a career and material things that they had 
not obtained yet, such as a house or driver’s license. A few women spoke of the fact that 
they will not feel fully recovered until they are completely off methadone. A few other 
women spoke of character changes such as procrastinating less and being less miserable.  
When asked about whether they thought they would be able to succeed, 
More than half of the women stated that they believed they would succeed in their 
recovery. From the women who responded with an affirmative answer, there was a strong 
sense of self-efficacy about their current and ongoing recovery efforts. One women said,  
“I've come this far. I never thought I'd be able to, and in the process a day at a 
time, getting to where I am now, I've shown myself more than anybody else that change 
is possible. In the program I see other people getting to places where they want to be and 
I've heard their stories of how bad they used to be and what they've done to get their lives 
together and much better. So I know if they can do it so can I.”  
When asked what made them believe in their ability to succeed. Over half the women 
attributed their strong belief in their ability to succeed to their current achievements in 
treatment and their lives. Some women said that their proven ability to achieve 
abstinence was a driving inner force that made them believe in themselves. A few 
women reported that the fact that they had tapered down their dose of methadone 
successfully was an enormous factor in their sense of accomplishment and belief in 
their ability to succeed. A couple of women answered with uncertainty regarding their 
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ability to succeed in their recovery, putting them into the category of maybe/mixed. The 
majority of women expressed a sense of empowerment in their lives. The women’s 
sense of self-efficacy, gained from maintaining abstinence while in treatment, has given 
them confidence about their continued success. 
4: The women’s perception of the role of the Methadone in their recovery. 
 The majority of the women said that methadone helped them change their life 
100%. Some women reported that it had helped change their life 75% and a few women 
reported that it had changed their life 25%.  
One of the women answered,  
“It's changed my life tremendously, if it wasn't for this methadone, I wouldn't be  
 
sitting here having this conversation with you right now.” 
 
When asked about the level of importance of the methadone in their progress, several 
women reported that it was, “moderately important,” and one woman said it was, “not 
very important.” When I asked this woman to explain further why she felt it wasn’t very 
important she responded,“Well, it is the methadone and it is the staff as well, and it 
really is, honestly. Because forme it was, like I said, coming to them, because I was 
using at first and you can use on this. First of all you got to be ready, no matter what. 
Even on methadone you have to be ready, you know that, because there's people who 
are using. This is not just a way to not wake up sick in the morning. You can't just look 
at it, because a lot of people look at it like that. You need to be ready and done and 
over, and just that's it. The staff here helped me, like I said.” 
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The majority of these women stated that the methadone helped with the 
withdrawal symptoms and the physical cravings of their opioid use disorder, and having 
no physical cravings allowed them to focus more on their recovery. A few women 
stated that although the methadone had played a big part for them, they had also done 
the personal work necessary to attain recovery. The majority of these women felt that 
methadone had played a major role in their success.  
The physical properties that methadone provides with lessened withdrawal and 
decreased cravings allowed the women to focus more on stabilizing the other aspects of 
their lives that made recovery sustainable.   
Some women also commented on the role of the treatment program (e.g., counseling, 
groups).Less than half of the women said that the treatment program had helped them 
100% in making the lifestyle changes needed to support their recovery efforts. Some 
reported that it had helped them 75%; some said it helped them 50%, and a few stated 
that it had helped them 25%. The following is a quote from one woman who said 100%, 
“Yes. You can't do one without the other without opening your mind and knowing 
or talking about what's deep down and why you're trying to, say, cover those feelings or 
whatever you're trying to do, mask them. You've got to know why you're doing these 
things and how you can prevent yourself from doing them again. It definitely goes hand 
in hand, I think, and every single one of these guys are here for us.” 
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Less than half of the women said that treatment had been, “very important.” Over half 
the women reported it as, “moderately important” and a few said it was, “not very 
important.” One of the women who said that it was “not very important” also stated, 
 “Right, you have to be ready. For all these things you just have to be ready. Once you're 
ready, all these people are here for help. You guys are always here to help anyone, but the  
methadone alone can't make you get clean. The counselors alone can't make you get  
clean, you just have to be ready. You do, because there's so many people I know who are  
ready and aren't ready.” 
 A large portion of the women stated that having a connection to counseling and 
the support of the treatment staff was instrumental in their progress. Other women 
discussed how the groups helped with the mutual aid element towards a common goal. 
Several women stated that although the treatment component was helpful, what really 
helped was the “total package” of the methadone and the treatment component. The 
women felt that the different components had contributed in specific ways to their 
progress in recovery. The message from the women’s comments  was that, for many, 
the treatment was parallel in importance to that of the methadone in supporting their 
recovery efforts.    
5:The women’s reasons/motivations for continuing to work on recovery, whether 
internal or external(related to people or things outside of themselves).The sub-
themes identified represent external motivators for continuing to work on recovery 
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leading to the theme, To do the Right Thing for Myself and My Family and to Help 
Others in the Process.  The following quotes are examples from several women,  
“I continue to do the right thing for myself, to better myself, and maybe just 
maybe I can help somebody in the process.  
”My number one thing is my relationship with my family, my relationship with 
Donald, my relationship with my coworkers, not wanting to let people down, but above 
all that, above all those things, it's me that I don't want to let me down because I've 
gained so, so much from being clean this time and from changing my life that I get scared 
to ... I don't want to lose that.” 
 “Going on vacation. I don't know, on a deeper level, I want to be able to be a 
better person for even strangers. Just be a better person to my parents, my younger 
brother. Yeah. I would like to educate. 
Acceptance and keeping the trust that was earned from family was reported as a 
major reason for a large portion of the women. Several stated that knowing the difference 
between the lives they had before and the life they have now is a huge motivator for them 
to continue on with their recovery. One women stated, “Yeah, I don't. I don't want that. I 
mean, if it had to be, it had to be, but I don't want to live like that for another 10 years, 20 
years, you know what I mean?”  
 
Another women stated, 
 
“Just to live a normal life. Stay clean and be able to get up every morning, and go 
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to work, and not feel crummy and to not feel like crap and chasing the drugs. You 
know?” 
 The women each listed one to seven reasons revolving around family, children, and 
getting and keeping respect and trust from these people. The desire for better health or 
maintaining current health and wanting to achieve milestones such as marriage and more 
education were also factors for continuing to work on recovery. Seventeen of the twenty-
six women reported more than five reasons for continuing to work on their recovery. 
6:The personal qualities that helped the women to succeed in recovery. 
The theme identified for this question was, I’m a Successful Person. The sub-themes 
pointed out that the women see themselves as strong participants in their recovery due to 
certain personal qualities. One woman answered,  
 “I have that drive that’s like I need to accomplish something. Honestly, this is one 
thing that I want to accomplish. I always have in the back of my mind that the old Krystal  
that was before, I need to keep my brain focused every day that this is what I want. This 
is what I need to do. This is what the responsible Krystal needs to stay the way she is. 
Determined to stay the Krystal I am now and not the Krystal that I was before.”  
Over half the women identified the personal quality of “being determined.” The 
remaining women were split evenly into three groups, naming qualities that are 
characteristic of mature and successful people: being confident and honest, being 
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considered a caring person, and having a positive attitude and approach in life. One 
woman stated, 
“Keeping positive. Not feeling sorry for others and helping, still be involved with others,  
not active addicts because I can't help them stay clean they need to do it themselves” 
7:The women’s view of whether there is a stigma to taking methadone, and if so, 
whether they had had personal experiences with stigma and whether it had 
impacted their recovery. 
All the women agreed that there is a stigma related to receiving methadone and the 
message conveyed by their comments was: People Think You’re Not Clean Because 
You’re Still Taking a Substance. 
A large portion of the women responded with an emphatic Yes, that people think 
negatively of those who take methadone. Several of the women felt that there was a 
societal stigma even though methadone is a medication used to treat a disease. One 
woman stated, 
“Because if you're a diabetic, you need insulin. If you're a schizophrenic, you need 
medication. If you're bi-polar ... You know what I mean? It's just like any other disease. 
Cancer, you need chemo. I mean this is a cancer. People die from this.” 
 Several women who said yes also went on to discuss the stigma that they 
experienced from self-help groups such as NA, since these programs often stress that 
recovering people should be “drug free.” These women thought that this stigma made it 
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hard for people on methadone to get the support and guidance they needed from their 
peers in these meetings. Many of the women reported that, due to the stigma placed on 
methadone by many people, they do not reveal that they are receiving it. One woman was 
non-committal about whether there is a stigma and answered with,  
“I mean, no matter what you do, people look at you differently for anything. I 
mean, that’s how people are. People are judgmental, and that’s how they are. That’s how 
they are always going to be.” 
 Concerning whether they had had personal experiences where other people treated 
them like they were inferior because they were on methadone, a majority of women 
stated that they had experienced personal interactions where they were treated poorly 
when people knew they were on methadone. The theme identified from these answers 
was, I Feel Disrespected for Trying to Stay Clean.  Over half these women said that 
these situations occurred with family and friends. The women reported that oftentimes 
they felt pressured to get off methadone before they were feeling ready to do so. The 
following are responses from two women,  
“My brother won’t even let me see my niece, because I am on methadone.” 
“Yeah. Even my dad, he doesn't fully consider me in recovery because I'm on 
Methadone. He wants me to come off. He was pushing me to come off for a while. It 
was, because I do want to come off myself, but I want to go much slower pace and so 
luckily I'm doing my own thing.” 
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 Several of the women spoke of being treated differently by their primary care 
physicians or by hospital staff when they needed medical care, as well as other 
counselors outside of the methadone clinic. One women stated that, as a result of this 
poor treatment, she was hesitant to follow up with obtaining a new PCP for medical 
care. A few of the women stated that they did not experience personal situations where 
they were treated differently due to being on methadone, however they do not divulge 
to people they don’t know well that they are on methadone. Of the women who 
answered yes to having negative experiences, a large portion answered, “Yes, it bothers 
me.” One woman spoke of how it affects her in the following quote, 
 “I feel disrespected for trying to stay clean.” 
Several women answered “No,” that the negative experiences do not bother them  
because they are clean, doing the right things in their lives and being true to themselves. 
They also described that the stigma associated with receiving methadone comes from 
people’s ignorance around the medication.  
Concerning whether their sense of being in recovery was affected by this,  a 
large portion of the women reported that the stigma had no effect on their recovery. The 
theme identified is, My Recovery is Unaffected Because I’m True to Myself.  These 
women discussed how it did bother them in the beginning of their recovery however, 
the more time away from the addict lifestyle and the longer clean time they have, the 
more the effects diminish.  Several women reported that it had somewhat of an impact 
on their recovery in terms of with whom and how they share the information that they 
74 
 
 
are on methadone. One woman reported that the impact was more on her own 
perception of herself, and that she might have self-stigmatizing thoughts,  
“I'd like to say it doesn't, but I know that it does because when I talk about being 
recovered I talk about being off methadone so I guess, it must. I say, Oh, I don't care. 
Or, it doesn't bother me. But, it must, if my idea, or vision of being recovered is off 
methadone. So I guess it does affect me.”  
 
A little over half of the women made comments that led to the theme, Recovery is my 
Gift to Myself.The sub-themes again highlighted the personal impact that recovery has 
had on the women. Several of the women reported that they believed in their recovery 
and that this had given them a sense of contentment and happiness in their lives. The 
following is a comment from one women,  
“Yeah. In my recovery, what do I feel is the best thing that has happened to me? I 
think for me it's the best gift that I've ever given myself. If I try and look at it that way, I 
keep the focus on the fact that I'm doing this. With help of course with people in 
recovery, but bottom line is, it's a choice. It's my choice, so this is a gift that I give myself 
every day, by staying clean.”  
Another few women discussed how recovery had made them a better person in 
the areas of improved parenting, being more motivated, being more tolerant of others and 
overall improvement in their functioning and personality.  Finally there were a few 
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women who spoke of how the methadone had been a major influence in their abstinence 
and recovery. One women stated, 
“No. I've done everything. I've been through it all and the only thing that actually 
keeps me clean is methadone. At this point, the methadone helps me stay clean.” 
The following is a list summarizing the themes identified. 
 Recovery is Work 
 I Am Close to Recovered 
 I Am a Much Better Person with a Much Better Life. 
 I Am a Part of the World on Many Different Levels  
 No Drug Using Friends/ No Cravings 
 I’m Just More Welcomed in Now 
 I Am Careful Who I Hang Out With/I Need to Be with Positive People 
 I’m Where I Want to be in My Life 
 People Think You’re Not Clean Because You’re Still Taking a Substance 
 I Feel Disrespected for Trying to Stay Clean 
 My Recovery is Unaffected Because I’m True to Myself 
 To Do the Right Thing for Myself My Family and Help Others in the Process 
 I’m a Successful Person 
 Recovery is My Gift to Myself 
 
Summarizing the Women’s “Story” from the Themes 
 The implications of the women’s story will be discussed in the Discussion 
Chapter but the key elements of the story are identified here.   
Dimensions of Recovery. The major messages taken from these themes are that 
the women experienced a transformation in themselves and in their lives. They made 
concerted efforts in reordering life priorities, finding a greater honesty within  
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themselves and increasing their sense of self-efficacy. They described giving up 
relationships with people they might have wanted in their social network because the 
people were heavy users of alcohol or drugs, did not understand addiction, or were 
threats to their recovery in some way. By classifying themselves as, “close to 
recovered,” the women acknowledged to themselves and in the research interviews that 
they are people who are more than their disease.  
Methadone Stigma. They systematically and unanimously identified that there is 
a stigma that surrounds the use of methadone. Some of the women experienced 
“internalized stigma” associated with their high or moderate dosage amount (they 
believed it should be low or zero) and this contrasted with how far along they felt in 
recovery. Some had lived through situations of “experienced stigma,” which had 
impacted the quality of their medical care. Others were concerned about losing their 
jobs when they heard employers disrespect other people because they were on 
methadone.  And most of the women had experienced “anticipated stigma,” in which 
they were guarded about telling people that they were receiving methadone, or told only 
carefully selected people, or avoided telling people at all for fear of the result. Even 
though the women experienced these forms of stigma, they still felt proud of the life-
changing outcomes they were able to achieve due to this treatment. So they felt 
confident in their treatment choice and progress toward recovery.  
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Summarizing the “Story” from the Recovery Outcomes 
 In addition to examining themes from the women’s statements, the PI assigned 
recovery outcomes (See Codebook in the Appendix) when coding the women’s answers 
to each terviewquestion. These recovery outcomes (ROs) are personal change dimensions 
that the literature says characterize individuals as they move from being addicted to being 
in recovery. The PI wanted to see (1) whether the women saw themselves as being in 
recovery, and (2) whether the changes they named in themselves were the same or similar 
to the changes that the recovery literature says should be present.  To do this, the PI 
assigned ROs, and compared the ROs with the themes to see whether they were similar or 
different.   
Recovery Outcomes: There were twenty-eight ROs altogether. The most often 
assigned ROs were (1) Maintains abstinence; (2) Attends and complies with treatment, 
and (3) Other recovery outcomes not already included, a category of miscellaneous 
comments.  The first two ROs –abstinence and compliance with treatment ---are not 
discussed because they were requirements of all participants in this study. However, all 
thirty-one women made many statements that reinforced that they were abstinent from 
alcohol and drugs and complying with treatment and they saw these behaviors as 
important to their recovery. The miscellaneous category provided information to support 
the themes that had already been determined. 
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The following are Recovery Outcomes that were frequently assigned. They are 
discussed below and identified in Figure 1with an asterisk.  
RO8:     Sees shift in identity from addict to recovering--perceives self to be in 
recovery 
RO4:     Uses Relapse prevention methods 
RO6:     Has greater connectedness with friends/supports 
RO5:     Has greater connectedness with family 
RO3:     Uses healthy coping methods 
RO13:   Has strong commitment to recovery. Is determined to recover 
RO25:   Manages responsibilities of daily life for self and/or others 
 
The following Recovery Outcomes were not frequently assigned; they are not 
included in the chart because of the low frequency with which they were used.  
RO15:   Perceives self to be more ethical, moral 
RO22:   Finds meaning in illness experience 
RO23:   Is grateful for current situation  
RO20:   Has sense of purpose in life 
 
Recovery Outcomes Assigned to Responses to Specific Interview Questions: For 
Question 8a, the RO of, “having a greater connectedness with friends and supports,” was 
assigned very frequently (twenty-four times). To receive this designation, the women 
identified using peer supports, having new abstinent friends who supported recovery, and 
participating in organizations and groups supporting recovery. In response to Question 
15, the RO, “continuing to see self in recovery in spite of experiences of methadone 
stigma,” was also assigned frequently. Although many women said they did not use 
relapse prevention methods, they went on to name many relapse prevention methods that 
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were part of their lives.  For Question 6c, the RO, “describing relapse prevention 
methods,” was also frequently assigned.   
Two ROs, “sees a shift in identity from addict to recovering person,” and 
“improved self-esteem, self-acceptance, and increased confidence,” were assigned many 
times (seventeen) in response to Question 4. The RO, “sees a shift in identity from 
addict to recovering person,” was also assigned many times (fourteen) in response to 
Question 2 about the degree of recovery the women believed they had achieved. In 
response to Question 6a, the RO, “uses healthy coping methods,” was assigned when 
the women were asked about using particular coping methods for dealing with stress, 
either positive or negative.  The RO, “managing responsibilities of daily life for self and 
others,” was assigned in response to Question 5, when the women were asked to give 
examples of how recovery lived in their daily life. This same RO was assigned multiple 
times in response to Question 4 when the women were asked to describe changes in 
themselves from the time they first started treatment to the present time. The RO, 
“identifying multiple reasons for working on and maintaining recovery,” was assigned 
multiple times in response to Question 16a.   
  Although the following three ROs --related to being more ethical and moral, 
being grateful for one’s current situation, and having a sense of purpose in life were not 
assigned frequently, these were ideas that could be assumed from many of the women’s 
comments. These ROs did not show up frequently because the coding assigned the RO  
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that most closely conveyed what the women were saying rather than assigning a broader 
RO.  Concerning the RO related to “finds meaning in the illness experience,” very few 
women spoke about this even indirectly.   
The ROs in general, and especially the ROs that were identified repeatedly, 
suggest that, although all the women in this study had been abstinent from drug use for 
12-18 months, their recovery went well beyond abstinence. These ROs reflect 
characteristics of a developing process of recovery, marked by certain benchmarks such 
as improved family and social functioning, application of relapse prevention methods 
and a shift in the women’s personal and social identity from “addict” to “recovering” 
individual. These ROs signify that the women see themselves as capable of re-
establishing themselves in relation to the outside world. Through their committed 
investment in their recovery and their new lives in society, they were able to adopt a 
new identity for themselves.  Through accessing support for their drug-free lifestyle, the 
women were able to grasp new opportunities and attain societal goals that were 
previously limited to them.   
Cross-referencing Themes and Recovery Outcomes 
The implications of cross-referencing themes and ROs will be discussed in the 
Discussion Chapter. Below is a chart showing how the themes and ROs were cross-
referenced. The purpose is to show that the themes (based on what the women reported) 
reflect many ROs from the literature. 
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FIGURE 1 
Themes     Recovery Outcomes 
I am Close to Recovered (Q2; Q3) Sees a shift in identity from addict to 
recovering person (RO8)* 
 
Uses healthy coping methods (RO3)* 
I am a Much Better Person with a Much 
Better Life (Q4) 
Sees improved self-esteem, self-acceptance, 
and increased confidence (RO19) 
 
Sees improved self-awareness and self-
understanding (RO18) 
 
Sees self as more accepting and tolerant of 
others (RO17) 
I am Part of the World on Many Different 
Levels (Q5) 
Has expanded roles or improved fulfillment 
of roles (RO21) 
 
Manages responsibilities of daily life for 
self and others (RO25)*  
 
Establishes and maintains routines and 
structure in daily life (RO14) 
No Drug Using Friends/ No Cravings (Q6) Uses relapse prevention methods (RO4)* 
I’m Just More Welcomed in Now (by 
family and friends) (Q7) 
Has greater connectedness with friends and 
supports (RO6)* 
 
Has greater connectedness with family 
(RO5) 
My Recovery is Unaffected (by the 
Stigma) Because I’m True to Myself (Q15)
Perceives/experiences methadone stigma 
but that does not change her view that she is 
in recovery (RO27) 
I’m Doing the Right Thing for Myself and 
My Family and Helping Others in the 
Process (Q16) 
Has multiple reasons for working on and 
maintaining recovery (RO12) 
 
Has strong commitment to recovery; is 
determined to recover (RO13)* 
Note: The ROs with asterisks were the most frequently assigned. 
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 As might be expected, there is some overlap between the themes identified and 
the ROs that were assigned. This means that the changes the women reported in 
themselves were parallel to what the literature informs us are characteristics of recovery. 
The ROs that showed the most cross over were, “Sees shift in identity from addict to 
recovering person - perceives self to be in recovery,” and, “Has a greater connectedness 
with friends/ supports/ family and community.” Many of the women acknowledged a 
move from drug-using ties, to abstinence ties, and had sustained familial/social 
relationships in which their primary identity was no longer that of a drug user. They now 
viewed themselves, as did their family and friends, as “recovering.” This process of 
identity-reappraisal also extended to their strong commitment to ongoing recovery efforts 
as well as their sense of self-efficacy. Adding to this identity shift for many of the women 
was a perception of newly developed self-esteem and self-awareness.  Other external 
factors that contributed to this identity shift was becoming employed, improving their 
health and family situations, and adding new roles and activities in their life. This 
resulted in new dimensions to their view of themselves.  Having previously felt 
stigmatized by the “addict” label, many of these women felt the stigma was muted by 
their identification of being “in recovery.”  
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VI. DISCUSSION 
Purpose of Study 
 This study has focused on women in methadone treatment and their perceptions of 
themselves, determining whether they showed changes that the literature says are 
characteristic of people in recovery, and most important, determining whether they 
perceive themselves to be in recovery. It has been useful to study and consider what 
combination of perceived self-knowledge, strengths, supportive environment, and clinical 
interventions allow these women to escape the grip of addiction and find recovery. The 
women in this study who have overcome severe addiction deserve to be celebrated. They 
have much to teach and can serve as examples and an inspiration to those who have not 
been able to follow in their footsteps. 
Summary of Results 
 Semi- structured interviews proved to be ideal to answer the research questions 
posed, because clients were able to disclose information about their experiences that I had 
not found in the literature. Overall, these women had very positive perceptions of their 
progress in recovery and changes in themselves including becoming more responsible, 
reuniting with their families and developing personal insight. These changes are 
consistent with recovery theory and recovery outcomes found in the literature. The 
changes experienced by these women far outweighed the reasons for them to not change  
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and resulted in an overall improved quality of life. The women showed that their 
transformations came from both within and outside themselves, in conjunction with 
support, guidance and education provided through their treatment. The women saw 
methadone as crucial to their recovery. Although they saw themselves as fairly well along 
in recovery, they simultaneously believed that they would not be fully in recovery until 
they were off methadone. They spoke emotionally about the stigma associated with 
taking methadone and its impact on them. They perceived the stigma from family, co-
workers, medical professionals, and 12-step programs, all significant areas from which 
they could have had support.  For some women, this led to internalizing the stigma.  
Role of Theoretical Frameworks 
 The guiding frameworks were the Developmental Model of Recovery, CHIME, 
Symbolic Interactionism and Stigma. The Developmental Model describes healthy 
adaptation following a period of debilitation. CHIME is a framework for conceptualizing 
recovery from mental illness. Symbolic Interactionism (Blumer, 1969) describes social 
interactions as mutually developed exchanges to which individuals bring their own 
symbolic meanings. Stigma describes a discrediting characteristic that separates 
individuals from the larger society and can have extensive negative effects on the lives of 
addicted clients in treatment, clients’ families and clients’ ultimate recovery. These 
frameworks helped explain the perceptions of recovery of many of the women in this 
study, and identified dynamics facing women in methadone treatment.   
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Contributions of the Developmental Model of Recovery (Brown, 1985). The 
Developmental Model theorizes that, at this phase of recovery (12-18 months abstinent), 
there is a transfer in active “drug use dependencies” to “abstinence based dependencies” 
in the sense that recovering individuals use social and familial supports to move toward 
autonomy. As a result of this transfer in dependencies, an increase in impulse control will 
be attained through the acquisition of knowledge regarding relapse prevention and 
increased coping methods.  There is also a cognitive restructuring that occurs as the 
person moves from the stage of concrete thinking about survival, to a more abstract 
ability to engage in self-reflection. The individual moves from acting outwardly, to a 
more inward deliberation, to an ultimate redevelopment of the self which allows the 
person to expand out into the world, participating more in family, social and community 
activities. In the Developmental Model, recovery is not viewed as a reversal of addiction 
but instead, a complete change in functioning, both cognitively and behaviorally.    
Role of Recovery Outcomes Based On Developmental Model.  The Brown (1985) 
characteristics were used to create specific Recovery Outcomes (ROs) to assist me in 
identifying where these women perceived themselves to be in recovery.  The first RO 
was related to maintaining abstinence. What I found was that abstinence, in the view of 
the women, was the beginning of recovery and not the end result. They believed that with 
abstinence and recovery came autonomy. The RO, a shift in identity from addict to 
recoveringperson, suggested that, for many of the women, the addict identity was in the  
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past. They viewed themselves as being healthier and enjoying where they were in their 
lives and who they were as people. The qualities that these women identified were 
captured in the RO, sees self as more independent, empowered. The women reported that 
they had self-determination in their daily lives and this showed up even in the smallest 
forms, such as deciding when to get up and take a shower, as well as in more complex 
forms such as being reliable enough to show up for work on a daily basis. This was seen 
as a major change from their drug using lifestyle where taking a shower may not have 
happened until after they were able to obtain their daily drugs and make sure they would 
not be physically ill from withdrawal.  For many of the women, the RO, manages 
responsibilities of daily life for self and others, was the pinnacle of functioning and an 
accomplishment for which they felt great pride. The fact that they were able to work, pay 
bills, take care of their children and manage their households was a major achievement.  
This also worked in tandem with the RO, establishes and maintains routines and 
structure in daily life. The ability to engage in the same activity repeatedly to achieve 
particular goals provided these women with the positive substitute dependencies outlined 
in Developmental Model of Recovery. When employment was not an option, they 
maintained a daily routine by volunteering and caring for grandchildren and family 
members. Others attended community based self-help groups such as NA/AA, or 
attended church and became involved in regular spiritual activities. This led to the RO, 
has sense of purpose in life, where these women acknowledged wanting to leave a 
positive legacy that would, in turn, help them to achieve meaning in their life. Some 
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women discussed this in relation to the idea of educating others on addiction and 
methadone, to dispel the stigma that often accompanies these two conditions, and to give 
back to others by some day working in the field of addiction treatment.  
There were four RO’s that focused on self-reflection that could be seen in the 
women’s reports:  perceives self to be more ethical and moral; sees increased maturity 
and emotional control; ismore accepting and tolerant of others/ more trusting of others; 
and sees improved self-awareness and self-understanding. These RO’s addressed the 
areas outlined in the Developmental Model:  moving from acting outward and less 
impulsively, to looking inward and redeveloping the self. The women presented a 
newfound ability to be more comfortable with former uncomfortable feelings such as 
sadness and anger. They emphasized their ability to talk about difficult feelings rather 
than acting on them, as well as a capacity to review upsetting situations with others to 
gain a better perspective. The women saw themselves as being less critical of others and 
exerting an effort to avoid conflict when it could be avoided, and ultimately focusing on 
improving themselves instead of highlighting the faults of others. They spoke of having 
positive values and acting on them more regularly than when they were using. Overall the 
women showed more self-reflection and self- appraisal by their constructive self-criticism 
and capacity to be more honest with themselves.  
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Contributions of CHIME Framework. The CHIME framework, also focusing on 
the recovery process, examines the realm of social interaction with regard to 
connectedness within relationships, existential factors such as hope and empowerment, 
identity beyond the illness experience and finding meaning in life. Although this model in 
some areas overlaps with the Developmental Model, I identified specific RO’s from 
CHIME constructs to explore the dynamics of the women’s recovery.  
Role of Recovery Outcomes based on CHIME Framework. The following three 
RO’s, has greater connectedness with friends/supports; has greater connectedness with 
family; and has greater connectedness to the community, suggest that recovering people 
are involved with something beyond themselves, a situation that is necessary for the 
recovery process to be successful. New friend networks were established by the women 
who had separated from drug using friends and had connected with positive abstinent 
peers who supported their recovery. The women reported having more frequent contact 
and more positive and quality interactions with family members. Many were reunited 
with children and estranged family members and were involved in more family functions. 
They acknowledged that more mutual trust was the basis for this increased connectedness 
which allowed them to be more a part of the family overall. Many of the women 
identified this change in their relationships with family and friend networks as affirmative 
results to their recovery efforts.  
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To address the more existential components of this model such as hope, optimism 
and empowerment, the following five RO’s were included in the study: believes in ability 
to succeed in recovery--has self-efficacy concerning recovery; believes in ability to 
succeed with non-recovery goals—has self-efficacy concerning these goals; sees 
improved self-esteem, self-acceptance, increased confidence; has strong commitment to 
recovery, and is determined to recover. The women had a strong belief regarding their 
ability to succeed in their recovery as well as to succeed in other life endeavors. The 
majority of women reported that they had at least one quality necessary to be successful 
in their recovery. Most often this was determination. However, some women did struggle 
with identifying strengths that had helped get them where they were.  Hope and optimism 
were expressed by the women in relation to their ability to achieve future life goals, such 
as marriage, educational attainments and for some, having children. They saw all these 
future life events as representing full recovery, if they could ever get to that point.  
 In order to provide an understanding of identity within this framework, three areas 
were considered when constructing the RO’s: finds meaning in the illness experience; has 
expanded roles or improved fulfillment of roles beyond the recovering addict; and is 
grateful for current situation.  Most of the women did not report that they found meaning 
in the illness experience. Half of the women saw themselves as having more qualities 
than just their addiction, and becoming better mothers and role models for their children. 
This was consistent with the RO, has expanded roles or improved fulfillment of roles  
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beyond those of the recovering addict. The women acknowledged the RO, gratitude for 
their current situation, in relation to no longer having to live a lifestyle filled with chaos, 
confusion and pain---about a third of the women said this when asked if there was 
anything else they would like to add regarding their recovery. One woman went on to say 
that, throughout her addiction experience, she was concerned that she would lose who she 
was fundamentally as a person. However she was grateful that this inner self was still a 
part of who she was in recovery. 
 Contributions of Symbolic Interactionism. The theory of Symbolic Interactionism 
was used to help me understand the meaning that these women had assigned to their 
recovery that in turn shaped their self-concept. According to Mead (1913), the 
development of the self happens exclusively through social interaction. The three 
principles that are at the core of this theory are: (1) people act based on meaning that is 
given to something; (2) meaning is given to things based on social interactions; and (3) 
the meaning we give something is not permanent. Many of the interactions of these 
women prior to treatment had been connected to the drug lifestyle. Addicts are sealed 
into their life of addiction not only by their painful past and troubling present but equally 
by their self-identification with this subculture. They cannot imagine the real prospect of 
sobriety and of a life directed by values, rather than by instant survival needs and by 
desperation to escape physical and mental suffering. They are unable to cultivate care 
toward themselves and their bodies while they are viewed as outcasts, treated like human  
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refuse and labeled as addicts. Symbols give meaning to interactions and symbols can be 
manifested in words and labels. Society assigns meaning to people according to these 
labels and often individuals begin to act like the labels that have been given to them in a 
self-fulfilling prophecy.  Since meaning is given through interactions and is not 
permanent, once a person is something, he/she can change to something else and labels 
can change.  People change based on their interactions with events, ideas, and other 
people, and they assign meaning to these things to decide how to act. As these women 
began to engage in methadone treatment and disconnected from their drug using ties, they 
also began to develop a new sense of self directed toward these new abstinence based 
attributes. These women made sense of themselves through their own experiences of 
recovery. When looking through the lens of Symbolic Interactionism, I took into account 
that recovery does not mean a cure to their addiction but a creation of new interactions 
and meaning that supported a different, healthy way of self-identification.  
Contributions of Stigma Theory. What I set out to learn in this study is whether 
MMT clients themselves perceive methadone stigma from society and whether they have 
had personal experiences that made them feel stigmatized due to taking methadone and/or 
attending a methadone clinic. I was further interested in how those experiences made 
them feel, whether those experiences bothered them in some way and whether those 
experiences led them to feel “less recovered.” The concept of stigma describes the strong 
negative perceptions of others that are usually assigned to addicted individuals and those 
in methadone treatment.  
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Four main sources of stigma were identified by the women in this study:  (1) 
stigma experienced in interaction with medical personnel and health care facilities, (2) 
stigma experienced from family and friends, (3) stigma from NA/AA groups that the 
women attended, and (4) self-stigmatization. Several women identified receiving biased, 
judgmental medical care by doctors and hospital personnel once it was discovered that 
they were receiving methadone for an opioid addiction. This usually led the women to 
delay or avoid seeking future health care. Such avoidance could only aggravate disease 
progression, diminish treatment compliance, and further raise the risk of relapse.  
Stigma experienced from family and friends has the potential to destroy an 
addicted person’s self-esteem and dignity, relationships with loved ones, and the 
motivation to obtain treatment. For some of these women, family members were critical 
of their use of methadone and questioned whether they were legitimately “clean.” These 
family members believed that the only way to truly recover from addiction was to abstain 
from all mood altering drugs. Methadone is commonly referred to as a “replacement” or 
“substitution” therapy and many family members thought this was replacing the heroin 
and the high that came with it.  There were pressures on the women to detox off 
methadone even though they had shown growth in their recovery from methadone 
treatment. Family members still opted for the women to get off methadone even though 
they knew that rushing someone to detox from methadone can lead to relapse and a 
potential loss of recovery gains.  
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For many in early recovery, the social support groups that they belong to serve as 
a primary determinant of their self-esteem and recovery success. To a substantial degree, 
personal feelings of worth can depend on the social evaluation of the group with which a 
person is trying to identify. Many of the women reported experiencing stigma and 
discrimination from NA/AA regarding their methadone status. They found that, if they 
were quiet and did not identify as being on methadone, they were accepted, but if they 
mentioned methadone, they were treated as inferior. Ideologies from recovery based 
groups such as NA/AA reflect the stigma surrounding methadone by not allowing 
members on methadone to speak at meetings or share their stories since they are not 
viewed as being “clean.”(NA Bulletin # 29, 1996). These women in the eyes of NA/AA 
fell short when evaluated in the context of the 12-step ideology. Even though many 
treatment programs encourage clients on methadone to attend AA/NA to continue to 
enhance their recovery networks, the women in this study felt their sense of recovery was 
devalued when they assessed themselves in the context of this ideology and it often led to 
less and less frequent attendance. 
 Self-stigmatization occurred for a few of the women regarding their methadone 
dosage.  When asked about where they were on the recovery scale, many women spoke 
of their methadone dose. If their dose was low, those women felt they were farther along 
in recovery. Women who were at a higher dose felt less recovered. Although all the 
women identified as being in recovery, they devalued that recovery at times because of  
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the stigma. Stigma, as viewed by and actually experienced by the women in this study, 
meant that they were not allowed to have full social acceptance due to their use of 
methadone. They had to continually struggle to accept their new, recovered social 
identity because of the reaction they encountered in their social environment. Although 
they categorized themselves as being in recovery, they did not have the freedom to 
consider themselves fully recovered or to disclose to everyone that they were on 
methadone due to their fear of being discriminated against, and fear of actual experiences 
of discrimination.  
Implications of Study Results 
Personal Reactions 
On more than one occasion, I was surprised during the research process.  I’ll provide two 
examples here.   
(1) Prior to asking the interview questions, I didn’t think that the questions were 
emotionally stimulating, however, several respondents in the earlier interviews became 
tearful when answering questions about all the strides they had made in their recovery. I 
found this to be interesting and it altered the way that I looked at the questions. Instead of 
a sterile approach, I was able to be more empathic when I was asking the questions. 
(2) I was surprised by the women’s comments equating their level of recovery to their 
methadone dose.  I suspected that some clients thought that being on methadone meant 
that they were not really in recovery, but I didn’t expect that they would believe that the 
lower dose they were on, the more recovered they would be.     
This study makes four specific contributions to the literature. First, all the women 
saw themselves as in recovery. In spite of being on Methadone, all of the women saw 
themselves in this way.  Second, the study reported on the perceptions of women on 
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Methadone who had achieved abstinence of 12-18 months and their views of themselves 
in recovery. This is a population (women on Methadone abstinent for a substantial period 
of time) and a topic (perceptions of their recovery) about which little has been written.  
Third, this is a sample of older women on methadone (11 of 31 were 50 years old).  Since 
there has been an increase in older individuals on methadone nationally (Rosen, Morse, 
& Reynolds, 2011), this study can contribute to the addiction field’s understanding of this 
older population.   Finally, this was a sample of Portuguese-American women on 
methadone, a group of women about whom little has been written in the literature.   
Addressing Methadone Stigma: Educating the public.  Findings help us 
understand the women’s perception of how MMT and behavioral and personal changes in 
themselves contributed to their recovery. Although these women, who were abstinent and 
treatment-compliant for at least one year, were able to ignore or reframe the feelings they 
experienced from methadone stigma, the stigma may contribute to treatment drop out for 
some women. Public education campaigns are addressing the stigma related to addiction; 
such campaigns need to specifically highlight MMT and Medication Assisted Treatment 
(MAT) in general as evidence based practices, since these treatments are more highly 
stigmatized than many other aspects of addiction treatment. The public needs to know 
that MAT is a crucial resource to fight the opioid epidemic.  
Addressing Methadone Stigma: Approaches for Methadone Clinics and Treatment 
Programs. When orienting clients to treatment, MMT clinics could include brief 
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psychoeducation on how MMT clients can respond to other people’s negative perceptions 
of methadone, therefore reducing any self-stigmatization that may occur as a result. Since 
MMT clinics lead orientation groups to help new clients understand methadone and its 
treatment, this psychoeducation could include a module entitled, “How can I continue on 
methadone in spite of the negative views of other people about methadone?”  Clinics also 
need to find a way to acquaint clients with relapse prevention terminology to assist clients 
with identifying these necessary tools. Even though many of the women described 
relapse prevention methods in talking about their strategies for dealing with triggers and 
avoiding relapse, many did not recognize the term relapse prevention.  (This could be 
unique to the women in this sample, but it is more likely that it is a common situation in 
MMT clinics.) The “relapse prevention” label is not important for its own sake.  The 
benefit of explicitly teaching MMT clients about relapse prevention is that they would 
understand that a very large set of methods and tools are included in that term, and their 
understanding of alternatives to relapse could be broadened.  This term could be 
incorporated into the title of therapy groups and relapse prevention plans could be 
constructed collaboratively between clients and counselors during treatment planning.  
Since 12-step Programs may still have stereotypes of people involved in MMT, 
clinics could find ways to help these programs see that real engagement in MMT equals 
recovery.   For reaccreditation by the Joint Commission on the Accreditation of 
Healthcare Organizations, clinics need to show steps they’ve taken annually to improve 
treatment.  One way they could do this is to do outreach to the Professional Services 
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Representatives of local NA chapters to invite them to hear from recovering clients from 
MMT clinics. We need far more dissemination and integration of knowledge regarding 
MMT for health care professionals as well as for the lay public.  
Future Research Directions 
Additional study ideas include the following: 
 Comparing women on Methadone and women who have achieved abstinence 
without any form of Medication Assisted Treatment to see if their perceptions of 
their recovery differ. 
 Comparing samples of women on methadone from various parts of the country, 
given that Methadone Clinics differ somewhat and patients’ perceptions of their 
recovery might therefore differ.  
 Exploring medical providers’ attitudes about MAT and their views on the extent 
to which patients on MAT can be in recovery. 
 Conducting a mixed methods study with women on Methadone utilizing recovery 
scales and stigma scales to get a more complete look at women’s perceptions of 
their recovery and women’s experiences of stigma.  
 Research is also needed on recovery in various types of MMT populations, for 
example, this study could be done with men to see whether the recovery outcomes are 
similar or different. Recovery outcomes and perceptions of methadone in recovery may 
be different for different ethnic or racial groups. Comparing women’s recovery using 
Methadone versus with Suboxone would be another important area to study.  Areas for 
future research include, for example, studying whether people who first begin MMT are 
bothered by the stigma and whether it threatens their continued participation in treatment. 
Research can help the addiction field find a way to highlight the lives of those who have 
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been successful on MMT, in order to provide an example for clients who are still 
struggling with making a commitment to MMT.  
Study Limitations 
All participants came from the same agency. However, SSTAR is a broad 
treatment network with multiple programs, making it the largest and most comprehensive 
addiction program in Southeastern Massachusetts and it is fairly typical of addiction 
treatment agencies providing MMT. It’s important to note that the sample was small, 
involved only women, and came from a specific geographic area. 
Other considerations could be that the clinicians who referred the women may 
have sent a biased sample of clients. Twenty out of the thirty one respondents were 
receiving take home privileges on the clinic. Methadone clinics only award take home 
medication privileges to those clients who have achieved certain milestones such as: 
successive months of clean urinalysis, attendance at required counseling sessions, no 
criminal charges, and appropriate behaviors and attitude toward staff and peers at the 
clinic. These clients are often looked at as higher functioning, more stable and are often 
held at a higher standard of expected behavior by staff. Two of the required criteria for 
my study were abstinence for 1 year to eighteen months and compliance with the 
program requirements, which made clients with take home privileges a relevant pool to 
draw from.   
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Interview questions may also not have been the right ones (not specific enough, 
did not get at exactly the right issues). Early in the interview process some questions were 
found to be confusing to the respondents or were too complicated and needed to be 
separated into multiple parts to elicit a precise answer. I had to reword the questions 
several times to achieve clarity so that the women uniformly understood the questions, 
and I could also stay true to the intent of the research and get at the information the 
questions were targeting. The sample is skewed toward older women on methadone 
which means that the study was not able to provide information on younger women’s 
perceptions of their progress in treatment and recovery while on MMT. Another 
limitation is the fact that the majority of women were Portuguese American. However, 
since there is no literature on this ethnic group and their experiences in MMT, this may 
be a contribution to the literature. 
 Conclusion 
 For many in society, the core assumption is that the addict is free to make the 
choice not to be addicted. Contrary to statements by Nancy Reagan, wife of former US 
President Ronald Regan, and her campaign on drug use, individuals in the face of 
addictive drives cannot “just say no.”(National Broadcast, Sept, 14, 1986). The addiction 
process commandeers powerful brain circuits and twists their functioning, resulting in 
maladaptive behaviors.  However some of these addicts, with a lengthy history of self-
destructive addictive behaviors, have become productive and compassionate members of 
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society. This study helped clarify what recovery means to this population of women 
receiving MMT. It suggests that they believe they are in recovery and they report 
behaviors that suggest recovery. It is hoped that the findings may lessen the stigma that 
surrounds MMT and encourage more people to try MMT and/or remain in MMT. Opioid 
addiction is a national epidemic resulting in a high percentage of overdose deaths. If 
more people were willing to try this treatment, it could result in fewer deaths for this 
population.  If society viewed MMT as a legitimate addiction treatment, it could mean an 
increase in funding for this treatment and a lessening of barriers, making this treatment 
more available, accessible and affordable to those in need. 
 The current intolerance and self-defeating societal attitudes towards addiction and 
the treatment of addicted people with MMT continues to make it much more difficult for 
recovering people to reintegrate into the larger community and experience a restored 
sense of value as a person.  Society’s view of addiction as a moral issue, rather than a 
medical one, results in a lack of compassion for these individuals, meaning that even their 
main support systems such as their families approach them with prejudice.  
 
 
 
 
 
 
101 
 
 
APPENDIX A: MEMOS 
 
WOMEN ON METHADONE STUDY 
Memos are in the order in which I wrote them. 
 
M59  
    Memo 1/19/17  
Being normal seems to be the theme for her in regards to viewing herself as recovered. I 
should have probed more into having her describe what normal looks like. She keeps 
referencing day to day just living life and giving back instead of taking. 
Again I get no triggers. I have heard this from a few earlier respondents too. Could this 
be due to the methadone or their mindset? Moving forward I need to explore this further. 
Consistently hearing no friends since getting clean, but it’s said in a very affirming way 
not an isolated regretful way. 
She states that her life would be fully recovered if she was off methadone. I need to also 
explore this moving forward if it comes up again in future interviews. Curious to know 
what dose she is on. 
Question 15 I am finding confusing to some of the respondents. 
I am paraphrasing on some of the answers but I’m not sure if this is reflecting or leading 
since I am not stating verbatim and I am adding words and labels that I am hearing. She 
agreed so maybe it’s not? 
I am seeing some similarities in the answers and the themes are connecting back to my 
theories. 
 
M 62     
    Memo 3/2/17 
The comparison from this interview to the previous ones has been her focus on an 
identity change. I’m wondering if the variable influencing this difference is her 
involvement with N/A. Could it be the age and the actual length of time as an addict. I 
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will need to look into this when I review the chart in comparison to the previous 
respondents. 
Her answers have been more focused on her as a person and the qualities that she has 
either acquired through her recovery or the qualities that she aspires to achieve. 
Trust continues to be the theme when talking about family changes for all so far. 
I feel like question 12c is ambiguous so it feels like I’m leading the answer. 
The last line she states is “The farther away from being that person I was the stronger I 
get to the person I want to be.” 
 
M66 
    Memo 3/16/17 
I take for granted how sensitive these questions can be for the respondents. I don’t know 
if there is another way to approach these questions to make them any less sensitive. 
Question 4 seem to hit a nerve for this person even though there is a lot of gratitude to her 
experiences there is also a lot of pain. 
She brought a level of spirituality that I haven’t seen so far in the previous interviews. 
Consistently I am hearing although methadone holds a stigma which each one has 
experienced the individual is confident in their progress and motivation in using 
methadone which does not affect their sense of recovery. 
 
M70  
    Memo 3/21/17 
I’m seeing a shared theme regarding many of the women identifying with being 
responsible. This is almost like a badge of honor for each of them now that they are in 
recovery. 
I felt that when I was reading the consent regarding the possibility of recalling events that 
are upsetting it was not relevant since I perceived my questions not to be too intrusive, 
however when I asked question 4 it evoked an emotional response. I have seen this 
reaction in many of the women with a variety of the questions. 
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Trust again appears to be the gift of recovery regarding changes in family for many of 
these women. 
 
M71   
    Memo 3/22/17 
In this particular interview she discusses the disease identity as a positive in a relapse 
prevention sense not a hindrance. She holds on to the illness identity as a reminder to not 
want to go back to her old lifestyle. 
Trust from others is also a theme that’s coming out in many of the interviews. However 
in this interview she looks at how her own trust with her being able to care for her 
children is evident. 
She identifies as a recovered person to question 9 and references dosage level to success 
of working towards recovery. It appears that the lower they come down on their dose the 
more confident they become on reaching full recovery. 
This is the first respondent that looked at and mentioned the cultural factor in regards to 
methadone stigma. 
She identifies how in early recovery you need to learn how to live normally.  
 
M72 
    Memo 3/23/17 
When asked about how she has changed what she is saying sounds a lot like the RO of 
emotional maturity. She talks about being grateful for who she has become now thanks to 
recovery and NA. 
Her examples of recovery showing up in her life have undertones of spirituality. I wonder 
if this is due to the NA influence in her life. She does speak of being more part of society 
as well. This is something I have heard before from some of the other women. 
She is the first person to actually speak of negative coping eg; overeating. 
What I am noticing so far is that many of the women share similar emotional reactions to 
some of the questions being asked due to a sense of gratitude for where they were to 
where they are.  
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Again the theme of trust when referring to changes in family. 
 
M76 
    Memo 4/16/17 
She spoke of leaving a legacy for her daughter and being a better mom. 
She sees recovery as a process of stages almost with abstinence being the first step then 
the evolving of the self. This parallels with Stephanie Brown’s developmental model. 
She talks of her changed behavior in conjunction with her changed identity. I’m seeing 
the RO of more accepting of others being presented. 
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APPENDIX B: INTERVIEW QUESTIONS 
Demographic information: 
Are you married YES/NO   single YES/NO   in a relationship YES/NO? For how long?  
______ Do you have children? YES/NO   How many children?  _________ 
Now I’m going to ask you questions about your treatment and changes you’ve seen in 
yourself since you began treatment.  
Question 1: How would you define recovery? What do you think recovery is?  
 
Question 2: How “recovered” do you think you are? (Prompts: related to such things as 
employment, physical health, mental health) 
 
Question 3: Think of a scale where “drug addict” is at one end, and a” recovered 
person” is at the other end. Where would you be on this scale?   
 
Question 4: How has your view of yourself changed from a year ago to now? Give 
examples. 
 
Question 5: Can you give me some examples of your recovery and how it shows up in 
your daily life?  
 
Question 6: Are you using particular coping methods for dealing with stress, either 
positive or negative? 6a: If so, please describe the coping methods. 6b: If not, can you 
say why not? 6c: Are you using relapse prevention methods to deal with triggers to 
using drugs? If so, can you describe the relapse prevention methods? 6d: If not, can you 
say why not?  
Question 7a: Have you seen changes in your family relationships since you began 
treatment this time? 7a1: If so, please describe them. 7b: If not, can you say why not? 
Question 8a: Has your friend network or other supports changed since you began 
treatment this time? 8a1: If so, please describe them. 8b: If not, can you say why not? 
Question 9: What would your life look like if you were fully recovered? How would 
you be as a person if you were fully recovered? 
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Question 10: Do you believe you’ll be able to succeed in recovery? 10a: Is your belief 
strong or weak? 10b: What makes you believe in your ability to succeed (or your 
inability to succeed)? 
 
Question 11a: To what degree has the methadone helped you change your life in a 
positive direction?  11b: How much of your progress is due to the medication itself? 
What part has this played in your recovery?  
 
Question 12a:  To what degree has the treatment program (counseling, groups, etc.) 
helped you change your life in a positive direction?  12b: How much of your progress is 
due to the treatment program?  What part do you think this has played in your recovery? 
 
Question 13: Do you think there is a stigma (negative label, mark of disgrace) to 
receiving methadone? 
 
Question 14a: Have you had personal experiences of this stigma? (where other people 
treated you as if you were inferior due to being on methadone?) Can you describe how 
this occurred? 14b: How did this make you feel? 
 
Question 15: Has your sense of being in recovery been affected by this, and if so, how? 
 
Question 16a: What reasons do you have for continuing to work on your recovery? 
(Prompts: These could be reasons/motivations inside you, or reasons/motivations 
related to people or things outside you. These could be goals, values or beliefs.) 16b: 
Could you list as many as you can think of that motivate you right now? 
 
Question 17: What personal qualities have helped you to succeed in recovery? 
 
Question18:  We have … minutes left (or can you expand on a previous question), Is 
there anything else you want to tell me about changes in yourself in recovery? 
 
Thank you so much for your time.  I appreciate your sharing your experiences with me. 
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APPENDIX C: CODEBOOK 
 
REVISED 5/27/2017 
Recovery 
Outcomes: 
Personal Change 
Dimensions 
Participants’ 
perceptions of their 
progress in recovery 
 
Theory-driven Codes Definition/examples 
Maintains abstinence 
 
RO1 
Does not use drugs other than methadone or prescribed drugs 
 
Attends and complies 
with treatment, as 
needed 
 
RO2 
Attends clinic regularly, gives urines, goes to counseling, works 
toward take homes 
Uses healthy coping 
methods  
 
RO3 
Uses positive methods to reduce stress; anticipates stressful 
situations and engages in behaviors to reduce stress, e.g., 
Healthy--meditation, exercise, reading, seeking out support from 
others.  
 
IF UNHEALTHY COPING, PUT IN RO28 
Uses relapse 
prevention methods   
 
RO4 
Recognizes possibility of relapse; takes steps to avoid it, e.g., 
avoiding risky friends, distracting self from triggers, has plan to 
avoid relapse if in risky situations;  more planning and problem 
solving; more thinking ahead. 
Has greater 
connectedness with 
family 
 
 
RO5 
More frequent contact; more positive contact; change in 
ways/quality of relating to family, e.g.,   
Reunited with estranged family; get along with family I used to 
fight with; not much conflict with family members; spend time 
with family; enjoy time with family; involved in family 
activities; I’m treated like just another family member; good 
family functioning.  More mutual trust.  
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Has greater 
connectedness with 
friends/supports 
 
RO6 
 
Uses peer support or other types of support; evolution in friend 
network. Has new abstinent friends who support recovery.  
Frequent contact with positive peers; dedicated to maintaining 
peer relationships; reaching out to peers; participation in 
organizations and/or groups supporting recovery. 
 
12-step involvement is included here. 
Has greater 
connectedness to the 
community 
 
RO7 
Engaging in new activities out in the world, in the larger 
community/society; taking advantage of opportunities not 
available in the past when using, e.g., joining church group, 
playing sports, attending child’s games and school activities. 
 
Return to school or work is included here. 
Sees shift in identity 
from addict to 
recovering-- 
perceives self to be in 
recovery 
 
RO8 
Addict identity is primarily in the past. Views self as healthy 
now, e., g., I’m more dependable; people can rely on me; I’m 
less depressed; I can enjoy myself;  more positive moods; more 
positive thinking.  
Sees self as more 
independent, 
empowered 
 
RO9 
Has self-determination, has control over her life, able to 
represent her own interests, acts on own authority, is assertive on 
her own behalf.  Able to set limits on others. 
 
Believes in ability to 
succeed in recovery 
--has self-efficacy 
concerning recovery. 
 
RO10 
Believes that recovery is possible for her;  believes that she has 
the qualities it takes to be successful in recovery; 
Hope and optimism about recovery 
 
Has belief: “I have what it takes. I can do it.” 
Believes in ability to 
succeed with non-
recovery goals-- has 
self-efficacy 
concerning these 
goals.  
 
RO11 
Hope and optimism about life, about achievement of other goals.  
Has dreams, aspirations.   Looking forward to the future; 
anticipating that good things can happen. 
 
Has established and is working on goals. 
 
109 
 
 
Has multiple 
reasons for working 
on and maintaining 
recovery 
 
RO12 
 
 
Has strong 
commitment to 
recovery. Is 
determined to recover 
 
RO13 
Convinced that recovery is necessary and important;  No 
ambivalence about need for change/recovery 
 
 
Establishes and 
maintains routines 
and structure in 
daily life 
 
RO14 
Engages in the same activity repeatedly to achieve goals.  
Perceives self to be 
more ethical, moral.  
 
RO15 
Having positive values and acting on them   
Sees increased 
maturity and 
emotional control.  
 
RO16 
Less impulsivity, better anger management; more comfort with 
feelings of anger, sadness.  Ability to talk about difficult feelings 
rather than act on them.  Able to review situations with others to 
gain better perspective.  
 
More accepting and 
tolerant of others; 
more trusting of 
others. 
 
RO17 
Less critical of others; less anger toward others; effort to avoid 
conflict when it can be avoided; effort to focus on self rather 
than the faults of others 
 
More confidence in others, ability to give up control to others 
Sees improved self- 
awareness, self-
understanding.  
 
RO18 
More self-reflection; using self-appraisal; ability to recognize 
and deal with inner conflicts; self-evaluation, constructive self-
criticism. More honest with myself. 
 
 
Sees improved self- Redefining/developing positive sense of self; focusing on 
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esteem, self- 
acceptance, 
increased 
confidence 
 
RO19 
personal strengths. 
 
Has sense of purpose 
in life  
 
 
RO20 
Finds meaning in life; wants to leave a positive legacy.  
Is dedicated to some purpose, e.g.,  devotion to God, a higher 
power or becoming  spiritual; thinks of those who 
come after her; desire to leave something behind, whether 
tangible or intangible. 
Has expanded roles 
or improved 
fulfillment of roles 
beyond recovering 
addict 
 
RO21 
Seeks out and engages in activities not related to addiction or 
recovery; has meaningful roles such as volunteering.   I’m a 
person with more aspects than just my addiction.   
 
 
Becoming a better mother, daughter, sister, brother, employee, 
friend. Wanting to be a role model for others. 
Finds meaning in the  
illness experience 
 
RO22 
Understands that the addiction had a purpose 
Is grateful for 
current situation 
 
RO23 
Thankful to not be where they were, mired in addiction; thankful 
to have achieved what they have in recovery 
 
Takes responsibility 
for past problems 
 
RO24 
Acknowledges role in creating and sustaining past problems; 
does not project blame onto others 
 
Manages 
responsibilities of 
daily life for self 
and/or others 
 
RO25 
Works, takes care of family, acts more responsibly, pays bills, 
takes on household chores. 
Perceives treatment 
and methadone to 
be helpful but not 
 
 totally responsible 
for recovery 
 
RO26  
Perceives/experiences 
methadone stigma 
but that does not 
change her view that 
she is in recovery 
 
RO27 
 
Other recovery 
outcomes not already 
included 
 
RO28 
Statements not coded elsewhere.  
 
Includes family’s and/or friends’ shift in view of respondent—
they have a more positive view of respondent now. They trust 
the respondent.   
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APPENDIX D: CONSENT 
 
Boston University School of Social Work  
264 Bay State Road  
Boston, Massachusetts 02215 T 617-353-3750 F 617-353-5612 www.bu.edu/ssw  
 
CONSENT FORM FOR PARTICIPATION IN STUDY INTERVIEW   
Study Title: Women in Medication Assisted Treatment   
Introduction   
Why is this study being conducted?   
The purpose of this research study is to help the substance abuse field better understand 
how clients in Medication Assisted Treatment (Methadone) view recovery and their 
progress in recovery. I’m doing this study as part of my work at Boston University to 
receive my Ph.D. I will be asking you, and other individuals who receive Medication 
Assisted Treatment services, about your views of recovery, your thoughts about your own 
progress in treatment recovery, and ways your life has changed during the recovery 
process. Please feel free to ask me any questions about any of these issues before you 
decide whether you wish to be interviewed. This process is called informed consent. If 
you decide to participate in the interview, I’ll ask you to sign and date this form. I’ll give 
you a copy of this form before you leave.   
How long will I take part in this research study?   
There will be a one-time, in–person interview that will take 60-90 minutes. 
What will happen if I take part in this research study?  
I will ask you questions to identify your views on your recovery.  
Audio/Videotaping   
The interview will be audiotaped and I will take notes.  
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Storing Study Information for Future Use   
Audio tapes will be kept in a locked filing cabinet in my locked office at the Lifeline 
Program located at Stanley Street Treatment & Resource in Fall River. I’ll destroy all 
audiotapes and notes after seven years.   
 
How Will You Keep My Study Records Confidential?   
All interview information you provide will be confidential. None of it will be discussed 
with or released to anyone except my research advisor. Information from the interview 
will have an identifying code (assigned by me) rather than your name, to protect your 
confidentiality. We will keep the records of this study confidential by keeping your 
information in a locked filing cabinet.We will make every effort to keep your records 
confidential.  However, there are times when federal or state law requires the disclosure 
of your records.  
 
The following people or groups may review your study records for purposes such as 
quality control or safety:  
• The Researcher and any member of her research team  
• The Institutional Review Board at Boston University.  The Institutional Review 
Board is a group of people who review human research studies for safety and 
protection of people who take part in the studies.  
Study Participation and Early Withdrawal   
Your participation in the study is strictly voluntary, and if at any time you wish to stop 
your involvement, you are free to do so. Some of the questions may make you 
uncomfortable. You can also choose not to answer any questions I ask you at any time.   
Future Contact   
After the interview is completed, I will not contact you again about this study. Our work 
will be complete.  
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What are the risks of taking part in this research study?   
If recalling some information or events proves to be upsetting, counseling is available at 
the clinic and I will arrange for you to speak with a counselor.   
The main risk of allowing us to use and store your information for research is a potential 
loss of privacy.  We will protect your privacy by labeling your information with a code 
and keeping the key to the code in a locked filing cabinet.  
Are there any benefits from being in this research study?   
I believe that your assistance can help the addiction field better understand the nature of 
recovery. I value your experience; allowing me to interview you may help you gain 
insight into your addiction experience and may help increase your positive feelings about 
yourself. Other than this, there is no direct benefit to you for participating in this study.  
 
Will I get paid for taking part in this research study?   
I’ll provide a $10 gift card once you complete the 60-90 minute interview.  
What will it cost me to take part in this research study?   
There is no cost to be in this study.  
 
What alternatives are available? 
 
You may choose not to take part in this research study.  
If I have any questions or concerns about this research study, who can I talk to?   
If you have any questions about the study you can ask me, Robin Branco @ 508-235-
7020 or contact my advisor at Boston University, Dr. Maryann Amodeo, @ 617-964-
6477 or mamodeo@bu.edu.   
If you have questions about your rights as a research subject or want to speak with 
someone independent of the research team, you may contact the Boston University IRB 
directly at 617358-6115. 
Your signature below indicates that you have read this information about the study (or 
had it read to you) and that you agree to participate.   
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THANK YOU!   
RESPONDENT’S PRINTED NAME:   
_______________________________________________________   
RESPONDENT’S SIGNATURE: _______________________ DATE: __________   
RESEARCHER’S SIGNATURE: _______________________ DATE: ___________   
 
 
CONSENT PROVIDING PERMISSION FOR REVIEW OF MEDICAL RECORD  
Before I begin the interview, I’d like your permission to review your treatment record. 
The information I’d like to review includes the number of years you had problems with 
opiates; the results of random urine screens during your treatment at this agency; the age 
when you first used drugs and alcohol, any diagnoses you received other than opiate 
addiction, and attendance and treatment participation. All information reviewed in your 
clinical record will be confidential.  
None of it will be discussed with or released to anyone at the agency or outside the 
agency.    
Your signature below indicates that you have read this information about the record 
review (or had it read to you) and that you give permission to have your medical record 
from this agency reviewed by me.  
THANK YOU!   
RESPONDENT’S PRINTED NAME:   
_______________________________________________________   
RESPONDENT’S SIGNATURE: _________________________ DATE: __________   
RESEARCHER’S SIGNATURE: _________________________DATE: ___________ 
IF THE RESPONDENT REFUSES THE RECORD REVIEW, I WILL SAY:  
If you decide that you don’t want me to review your medical record, we can still have the 
interview, and I will provide you with the $10.00 gift card at the end. I will have missing 
information about your situation, but I can still include you in the interview. Do you still 
want to have the interview without the record review?  
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